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Abstract
Introduction: A history of childhood maltreatment has been related to mental health concerns in
adulthood, with depression showing the largest amount of empirical support. Perceptions of
social support have been shown to have a protective effect (buffer against mental health
symptoms particularly for survivors of more severe maltreatment) and a promotive effect (direct
positive effect on mental health symptoms regardless of the severity of child maltreatment) with
mental health concerns. Research has shown more consistent support for the promotive effect of
social support on mental health outcomes in adults who have a history of childhood
maltreatment. The protective effect of social support has been shown to be greatly reduced for
individuals with a higher severity of maltreatment. Method: Thus, to further the literature on the
relationship between depression symptoms and perceptions of social support, the current study
evaluated these relationships over a one-month period using a cross-lagged panel design where
both depression and social support were assessed at baseline and one month later. Additionally,
negative attitudes about using social support (i.e., negative network orientation) were evaluated
to bolster the analysis of facets of social support that are relevant following childhood
maltreatment. To further evaluate the effect of different dimensions of social support, measures
of specific types of social support (i.e., emotional, socializing, practical, financial, or
advice/guidance support), were also run in the above cross-lagged panel model. The final aim of
this study was to evaluate the effect of childhood maltreatment severity on the study variables.
Analyses were conducted to assess the relationship of overall frequency of maltreatment, the
number of types of child maltreatment, and duration of maltreatment measured at time point 1
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with the levels of negative network orientation, perceived social support, and depression severity
at time point 1. Results: Results showed a consistent relationship between greater symptoms of
depression and lower subsequent perceived social support from family and others. The inverse
relationship (perceived social support predicting subsequent depression) was not significant in
any of the models. There were no significant cross-lagged relationships between perceptions of
friend support or negative network orientation with depression. For the indicators of
maltreatment severity, there was a cumulative effect of types of maltreatment on perceptions of
social support, negative network orientation, and depression, such that there was a significant
relationship between the greater severity of child maltreatment (measured as either the overall
severity of maltreatment experienced or the total number of types of maltreatment experienced)
with lower levels of social support from family or friends, greater negative attitudes about using
social support, and greater depression symptom severity. Conclusions: Overall, the cross-lagged
panel models highlight the negative prospective effect of depression on specific domains of
social support, including support from family and close others over the span of four weeks. The
findings from the cross-lagged panel models consistently supported no significant prospective
relationships between depression and perceptions of social support from friends. Separate
analyses that used univariate ANOVAs also supported the relationships between greater child
maltreatment severity (conceptualized in multiple ways) and lower perceptions of social support
from family, greater negative attitudes about using social support, and greater depression
symptom severity. The current findings provide relevant findings into the effects of childhood
maltreatment on specific facets of social support and depression in emerging adult women
college students.
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Depression in emerging adult women following childhood maltreatment: The role of
attitudes and perceptions about social support
Child maltreatment (CM) has been associated with depression across the life-span
(Cicchetti & Toth, 2005, 2013; Doyle & Cicchetti, 2017: Liu, 2017). The current study examined
the role of attitudes and perceptions about social support on depression in college-aged women
who experienced childhood maltreatment. Theoretical work on the sequelae of childhood
maltreatment has focused on how maltreatment can increase negative expectations and mistrust
of caregivers and other social resources into adulthood (Cicchetti & Toth, 2013). Negative
attitudes and expectations about turning to social support in adulthood could bias perceptions of
the availability of beneficial support resources even in a time of need, which could contribute to
higher levels of depression. Furthermore, as women are twice as likely as men to have
depression across the lifespan, and have a greater risk of experiencing some forms of childhood
maltreatment (childhood sexual and physical abuse; Kessler, 1993; Weiss, Longhurst, & Mazure,
1999), adult women who have experienced childhood maltreatment may be a particularly
relevant population for this line of research. Conversely, perceived social support in adults who
have a history of child maltreatment has been supported as a promotive and protective factor of
positive mental health, perhaps buffering against negative long-term outcomes, such as
depression (see Wright & Folger, 2017 for review). However, further research is needed to
clarify the relationship between social support and these mental health outcomes following
childhood maltreatment. Negative attitudes about the utility of seeking social support may be
another relevant factor for depression symptoms following child maltreatment.
Theoretical Understanding of the Effects of Childhood Maltreatment

1

The World Health Organization (WHO) defines child maltreatment as “all forms of
physical and emotional maltreatment, sexual abuse, neglect or negligent treatment or commercial
or other exploitation, resulting in actual or potential harm to the child’s health, survival,
development or dignity in the context of a relationship of responsibility, trust, or power” (WHO,
1999, p. 15). Child maltreatment includes childhood abuse (physical, sexual, and emotional
abuse) and neglect (physical and emotional neglect). A significant amount of empirical and
theoretical work has examined mental health outcomes of childhood maltreatment across the
lifespan (e.g., Cicchetti & Toth, 2013; Doyle & Cicchetti, 2017; Hyman, Gold, & Cott, 2003).
Theoretical work on how childhood maltreatment can affect expectations of social resources may
shed light on the association of social support with depression symptoms following this trauma.
Cicchetti and Toth (2013) studied one of the earliest developmental milestones, constructing
“internal working models” of attachment figures based on the child’s interactions with
caregivers, the child’s own actions, and the feedback the child receives from caregivers. These
internal working models can influence expectations of future relationships (e.g., peers, romantic
partners).
Research shows that a caregiver’s behavior toward the child is the key determinant of the
attachment relationship and the child’s internal working model (De Wolff & Van Ijzendoom,
1977). Both the caregiver’s behavior and the child’s internal working model subsequently
influence the child’s social and emotional development (e.g., Sroufe, Egeland, Carlson, &
Collins, 2005). Maltreated children may develop negative expectations concerning the
availability and trustworthiness of others, as well as mental representations of themselves as
incompetent and unworthy (Cicchetti & Toth, 2013). This maladaptive view can hamper the
individual’s willingness to form secure attachments with others in order to gain support during

2

times of need. Moreover, although forming a secure attachment to caregivers is a very early
developmental task, the negative effect of child maltreatment on the ability to form secure
attachments has been shown to be long lasting (Barnett, Ganiban, & Cicchetti, 1999), potentially
affecting expectations of social resources in adulthood. This negative orientation toward social
support could prevent those with histories of maltreatment from accessing social resources in
adulthood. The individual may then turn away from potential social support that otherwise could
help alleviate psychological distress, such as symptoms of depression.
Childhood Maltreatment and Adult symptoms of Depression
A substantial amount of research supports the relationship between childhood adversity
(e.g., abuse, neglect, witnessing domestic violence, loss of a parent) and negative mental health
outcomes (e.g., depression, anxiety, posttraumatic stress disorder [PTSD]) across the lifespan
(Cicchetti, 1998; Liu, 2009, 2017; Kessler, Green, & McLaughlin, 2010). Whiteford et al.
(2013) examined data collected in the Global Burden of Disease study 2010 and found that
depressive disorders contributed the most to the global mental health burden, when compared to
other mental health and substance use disorders. Specifically, depressive disorders accounted for
42.5% of the total proportion of years living with a disability (i.e., non-fatal disease burden) that
was due to a mental health disorder (Whiteford et al., 2013). As well, major depressive disorder
was responsible for the highest proportion (24.5%) of Disability-Adjusted Life Years caused by
mental, neurological, and substance use disorders (Whiteford, et al., 2015). A history of
childhood adversity has shown the most consistent relationship with adulthood mood disorders
(Gal & Basford, 2015). One epidemiological study estimated that the population-attributable risk
proportion for mood disorders (major depression, dysthymia, bipolar disorders) following
childhood adversity (e.g., loss of a parent, parental divorce, child maltreatment) was 22.9%. This
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finding supports that completely preventing childhood adversity would be associated with a
reduction in the risk for mood disorders by 20% (Kessler et al., 2010).
Research has also consistently documented a robust relationship between childhood
maltreatment and adult depression (e.g., Li, D’Arcy, & Meng, 2015; Liu, 2017; Nanni, Uher, &
Danese, 2011). In a meta-analysis of 16 epidemiological studies (N = 23,544), Nanni, Uher, and
Danese (2011) supported that participants who had experienced childhood physical abuse, sexual
abuse, or neglect had significantly greater odds of recurrent and chronic depression (Odds Ratio
[OR] = 2.27, 95% confidence Interval [CI] [1.80 2.87]), compared to participants who had no
history of child maltreatment. Nanni et al., (2011) also examined 10 clinical trials for treatments
of depression where samples included participants who had a history of child maltreatment (N =
3,098). The trials they reviewed implemented psychological treatments (e.g., cognitive-behavior
therapy [CBT)], systematic behavioral family therapy [SBFT]), various antidepressant
medications, and combinations of psychological and pharmacological treatments). The authors
found that child maltreatment was associated with lower treatment response and lower remission
of depression during treatment (OR = 1.43, 95% CI [1.11, 1.83]. These findings reiterate the
negative effect of a history of childhood maltreatment on the course of depressive symptoms, as
well as on the treatment response for depression.
Li, D’Arcy, and Meng (2016) conducted a meta-analysis of 8 longitudinal cohort studies
(N = 4,579) with participants who had an externally documented history of child maltreatment
(e.g., records from county juvenile court or adult criminal court). Their findings supported the
relationship between childhood physical and sexual abuse and neglect with adult depression (OR
= 2.03, 95% CI [1.37, 3.01], while controlling for potential retrospective recall bias (Li, et al.,
2016).
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Research has also focused on specific forms of child maltreatment with depression. Metaanalyses have shown a robust relationship between childhood sexual abuse (CSA) (OR = 2.42,
95% CI [1.94, 3.02], d = .50, 95% CI [0.22, 0.78]), childhood emotional abuse (CEA) (OR =
2.78, 95% CI [1.89, 4.09], d = 0.93, 95% CI [0.93, 0.93]), childhood physical abuse (CPA) (OR
= 1.98, 95% CI [1.68, 2.33], d = 0.81, 95% CI [0.69, 0.93]), and childhood neglect (OR = 2.75,
95% CI [1.59 4.74], d = 0.81, 95% CI [0.61, 1.02]) with adult depression (Infurma et al., 2016;
Mandelli, Petrelli, & Secretti, 2015). Overall, these studies support the consistent relationship
between childhood maltreatment and adult depression. Research in this area has also focused on
a methodological concern that is relevant for many of the studies discussed above: the potential
influence of recall bias in the measurement of past maltreatment.
The majority of studies that have examined the relationship between child maltreatment
and adult depression have used retrospective assessments of maltreatment (e.g., interviews or
self-reports of past abuse). This raises potential concerns about inflation of the relationship
between child maltreatment and depression due to recall bias (Patten et al., 2015). The potential
effect of mood-congruent recall bias on negative memories in depressed individuals (Matthews
& Macleod, 2005) provides more rationale for prospective research on child maltreatment and
depression. Patten et al. (2015) prospectively and retrospectively assessed childhood adversity
and depression using data from a nationwide survey. At the first assessment, participants were
between 0 to 11 years old. These participants were then assessed every two years for sixteen
years. The authors found a strong association between childhood adversity (assessed
prospectively and retrospectively) with major depression. Although there was a stronger
relationship for retrospective assessment relative to prospective assessment, these findings still
support that the well-documented relationship between child maltreatment and depression is not
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simply an artifact of recall bias. The robust relationship between adult depression and childhood
maltreatment may be especially pertinent for populations that are more vulnerable to
experiencing depression, such as adult women.
Relevance of Depression in Adult Women with Histories of Childhood Maltreatment
Studies that assess differences between men and women in rates of depression following
childhood maltreatment present a complicated picture (Gal & Basford, 2015; Gerson et al.,
2008). Several epidemiological studies have supported a greater risk of depression for women
compared to men following childhood maltreatment (e.g., Gallo et al., 2017; Gershon et al.,
2008; MacMillan et al., 2001; Weiss, Longhurst, & Mazure, 1999), while other epidemiological
studies have found no gender difference in rates of depression in adulthood (e.g., Afifi et al.,
2008; Gal & Basford, 2015). Although studies have found inconsistent results for the prevalence
of depression following childhood maltreatment across gender, overall rates of depression in
females and males shows a consistent 2:1 (female to male) ratio across epidemiological studies
(e.g., Bebbington et al., 1998; Kessler et al., 1993; Rai, Zitko, Jones, Lynch, & Araya, 2013
Wainwright & Surtees, 2002). Rates of specific types of childhood maltreatment have also been
shown to differ by gender, with women having a greater vulnerability to experiencing childhood
sexual (e.g., Afifi et al., 2008; Briere & Elliott, 2003), and emotional abuse (e.g., Negele et al.,
2015). Rehan, Antfolk, Johansson, Jem, and Santtila (2017) found in a population-based sample
of men and women (N = 10,980) that women also had a greater likelihood of experiencing severe
childhood sexual or emotional abuse and emotional neglect, compared to men. Based on the
empirical support for childhood maltreatment as a risk factor for adult depression and the greater
lifetime prevalence of depression and some forms of childhood maltreatment in women, the
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current study focused on factors that affect symptoms of depression in adult women who had a
history of childhood maltreatment.
Furthermore, research on factors that may shape depression in adult women who have a
history of childhood maltreatment can have important implications for understanding processes
that reduce or exacerbate depression in this population. As well, work in this area can contribute
to our understanding of factors that promote resilience following stressful life events. Research
emphasizes that not every person who experiences childhood maltreatment will experience
negative long-term outcomes (Cicchetti, 1998; Rehan et al., 2017). In light of this, understanding
factors that aid in an adaptive trajectory following maltreatment is vital for understanding the
effects of these experiences. Social support, as well as attitudes about using social support are
relevant factors that have both received theoretical and empirical support for shaping mental
health outcomes in adults with histories of childhood maltreatment (e.g., Charuvastra & Cloitre,
2008; Cicchetti & Toth, 2013; Gibson & Hartshorne, 1996; Sperry & Widom, 2013).
Effect of Social Support on Depression Following Child Maltreatment
Social support has a documented relationship with depression following life stressors and
trauma, including child maltreatment (e.g., Charuvastra & Cloitre, 2008; Cohen & Wills, 1985;
Wright & Folger, 2017). Past studies on this relationship have conceptualized and measured
social support in various ways, which has contributed to the difficulty in interpreting the effect of
social support following child maltreatment (Barrera, 1986; Kaniasty & Norris, 2000; Wright &
Folger, 2017). In an attempt to define the complex multidimensional construct of social support,
Barrera (1986) divided the broad construct into three overarching categories: social
embeddedness (i.e., the connections an individual has to significant others in their social
environment), perceived social support (i.e., the cognitive appraisal of the adequacy and
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availability of support members), and enacted or received support (i.e., actual behaviors which
render social support). The majority of studies in the child maltreatment literature have assessed
the effects of the second category: perceived social support (Wright & Folger, 2017).
Studies have assessed total perceived social support as well as specific domains of
perceived support such as emotional support (having others to listen and show interest), selfesteem (having others with whom one compares favorably), tangible support (availability of
material, practical, or instrumental help), belonging (having people with whom one can do
things), and appraisal or advice (having someone to talk to about one’s difficulties), to name a
few (Sperry & Widom, 2013; Wright & Folger, 2017). Social support scales are typically
anchored to general network members, such as family and friends, but they can be more specific
(e.g., the family member with whom the participant has the most contact; Gottlieb & Bergen,
2010; Sperry & Widom, 2013). It should be noted that this work has focused primarily on
support from family or friends (Wright & Folger, 2017), as opposed to support either from other
people in general or from a specific person outside of the domain of friends or family. These
other domains of support are assessed by current measures (e.g., Multidimensional Scale of
Perceived Social Support [MSPSS], Social Support Appraisals [SSA] scale) and could provide
beneficial information. Also, fewer studies have assessed actual enacted or received social
support (Nurullah, 2012), relative to perceived social support. Perceived social support has also
shown a stronger, more consistent relationship with mental health outcomes, compared to
received social support (see Haber, Cohen, Lucas, & Baltes, 2007 for review). In addition to
differences in which domains of social support are assessed, studies have varied in how the
scales are anchored (e.g., length of assessment; Wright & Folger, 2017). The variation in
methodology has made it difficult to arrive at a definitive interpretation of the effect of social
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support following childhood maltreatment or other stressful life events (Wright & Folger, 2017).
Regardless, the current literature supports the relevance of perceived social support on mental
health outcomes in adulthood following child maltreatment.
Perceived social support is theorized to protect those with a history of child maltreatment
from experiencing negative psychological reactions by helping with their stress response (Cohen
& Wills, 1985). A person with a history of childhood maltreatment may evaluate her
maltreatment experience as less stressful if she perceives that others will offer beneficial support.
In line with this, research has demonstrated that those with a history of childhood maltreatment
who were believed by the person to whom they disclosed their abuse experienced fewer
symptoms of distress and fewer abuse-specific symptoms in studies assessing both children and
adults (Elliott & Carnes, 2001). For example, Roesler (1994) reported that in a cross-sectional
study of 188 adult survivors of childhood sexual abuse, negative reactions to disclosure of the
abuse in childhood predicted greater distress in adulthood. Jonzon and Lindblad (2004)
supported that in a sample of 122 adult women with histories of childhood sexual abuse, women
who currently had high perceived social support were characterized by having disclosed to more
members of their social network and having received more positive or supportive reactions from
members of their social network when they disclosed the abuse, compared to women who
currently had low perceived social support. These findings support that high perceived social
support in adulthood is related to drawing more readily on social resources in women with a
history of childhood sexual abuse.
Past research has also given considerable attention to the relationship of perceived social
support with specific mental health outcomes following childhood maltreatment, including
depression (Heller, Larrieu, D’Imperio, & Boris, 1999; Sperry & Widom, 2013; Wright &
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Folger, 2017). From this past research, two models have been examined to explain how social
support affects outcomes following maltreatment. The first proposes that social support can act
as a promotive (compensatory) factor that positively impacts outcomes following maltreatment,
regardless of the severity of the maltreatment. This model hypothesizes that social support has a
generalized beneficial effect in that social resources provide stable support and regular positive
experiences. Social support increases overall well-being because it strengthens the perception of
predictability and stability in an individual’s life, thus strengthening the perception of self-worth.
This model also purports that being integrated in a social network can help those with a history
of maltreatment to avoid negative experiences, which might worsen negative concerns (Cohen &
Wills, 1985).
The second model proposes that social support acts as a protective factor that impacts the
outcome as a function of the severity of the maltreatment (buffering model; Cohen & Wills,
1985). In studies assessing individuals with a history of child maltreatment, this has been
assessed as the interaction between the severity of childhood maltreatment and levels of social
support on depression. Severity of maltreatment has been examined as the frequency of
maltreatment (Folger & Wright, 2013) and cumulative types of maltreatment experienced (Cecil
et al., 2017). The buffering model supports that high social support serves the greatest protective
effect on levels of depression in individuals who have experienced the highest severity of
maltreatment. However, several studies have supported that the buffering effect of social support
disappears for individuals who have experienced the highest severity of maltreatment (Evans,
Steel, & DiLillo, 2013; Folger & Wright, 2013; Salazar et al., 2011; Wilson & Scarpa, 2014). In
a recent review that assessed the buffering model of social support following childhood
maltreatment, Wright and Folger (2017) noted that the current evidence has failed to support the
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buffering hypothesis and evidence is more supportive of the positive impact of social support for
individuals with less frequent maltreatment or those who experienced fewer types of
maltreatment. Although evidence for this model is mixed, it is important to review the research
for both models, as contradictory findings can inform future research, and the current research
question.
Promotive effect of Social Support following Childhood Maltreatment
Research on the effect of child maltreatment has found evidence for the promotive model
of social support on depression (see Wright & Folger, 2017 for review). Folger and Wright
(2013) found that in a sample of 344 men and women college students (86.7% endorsing at least
one childhood maltreatment experience), the cumulative number of experiences of abuse
(physical, sexual, or emotional) and neglect (physical and emotional neglect) predicted lower
perceived support from family and friends, and higher social support predicted lower levels of
depression. Sperry and Widom (2013) conducted a longitudinal investigation over three time
points across three decades. They assessed the effect of childhood maltreatment, total and
specific types of perceived social support, and depression in 388 participants who had externally
documented histories of childhood physical and sexual abuse and neglect with 308 matched
control participants who had no history of maltreatment. The authors found that having a history
of child abuse/neglect predicted lower levels of perceived social support, and that higher levels
of perceived social support predicted lower levels of depression at the third time point,
controlling for depression measured at the first time point. The authors also found that total
perceived social support and belonging perceived social support partially mediated the
relationship between a history of maltreatment and depression, supporting social support as an
important mechanism through which child maltreatment affects adult depression. In a
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longitudinal study of 513 young adults exiting foster care, Salazar, Keller, and Courtney (2011)
assessed the sequential relationships among maltreatment (childhood physical, sexual, and
psychological abuse as well as childhood neglect) before and during foster care, perceived social
support, and depression. The authors assessed participants at three time points across four years.
On average, participants were assessed at 17, 19, and 21 years old. The authors found that a
greater number of maltreatment experiences before and during foster care predicted lower levels
of perceived social support, and higher levels of social support subsequently predicted lower
symptoms of depression. The authors also found that social support partially mediated the
relationship between maltreatment frequency (before and during foster care) and depression,
supporting the hypothesis that overall perceived social support is one important mechanism
through which child maltreatment affects depression.
Some past studies assessing childhood maltreatment, social support, and depression have
exclusively studied these relationships with women participants. These reports also have
supported the direct relationship of a greater history of childhood maltreatment with lower
perceived social support and greater perceived social support with lower depression severity
(Crouch, Milner, & Caliso, 1995; Vranceanu, Hobfoll, & Johnson, 2007). Although this
approach excludes information concerning males with a history of childhood maltreatment, it
focuses on a population that has a higher rate of depression across the lifespan (Kessler, 1993;
Rai, et al., 2013) and has a higher rate of experiencing certain types of childhood maltreatment
(e.g., childhood sexual and emotional abuse e.g., Briere & Elliott, 2003; Negele et al., 2015).
Shenk and colleagues (2017) also supported the promotive effect of social support in a
longitudinal study of 220 mothers who had histories of child maltreatment. The study used a
cross-lagged panel analysis to assess potential bi-directional relationships between social support
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and depression severity. They found that greater perceived availability of social support from
others predicted lower depression severity 9 months later. The authors also noted that depression
symptom severity did not significantly predict social support 9 months later. The work from
Shenk and colleagues (2017) was also notable in that the researchers assessed perceived support
from others, whereas the majority of research has assessed perceived support from family and
friends (Wright & Folger, 2017). Overall, the studies above consistently support the promotive
effect (direct relationship) of social support on depression in adults who experienced childhood
maltreatment.
Protective Effect of Social Support Following Childhood Maltreatment
Research on the protective effect of social support following child maltreatment has
yielded some support for the buffering hypothesis, as well as mixed and conflicting results (See
Wright & Folger, 2017 for review). For example, some studies assessing the effect of social
support following childhood maltreatment have not found a buffering effect for individuals who
experienced child maltreatment (Crouch et al., 1995; Schumm, Briggs-Phillips, & Hobfoll, 2006;
Sperry & Widom, 2013). Alternatively, past research has supported the protective effect of social
support in those who experienced low levels of childhood maltreatment, but the effect
disappeared for participants with high levels of maltreatment (Folger & Wright, 2013; Salazar et
al., 2011; Wilson & Scarpa, 2014). Salazar and colleagues’ (2011) longitudinal assessment of
maltreatment outcomes in young adults leaving the foster care system (discussed in detail above)
found that participants who had moderate to high levels of social support and who had
experienced fewer types of maltreatment before foster care endorsed fewer symptoms of
depression, compared to participants who had moderate to high levels of social support and who
had experienced more types of maltreatment before foster care. Additionally, participants who
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had moderate to high levels of social support and experienced fewer types of maltreatment
during foster care had fewer symptoms of depression, compared to those who had moderate to
high levels of social support and who had experienced more types of maltreatment during foster
care. These findings are contradictory to what the buffering hypothesis (Cohen & Wills, 1985)
argues. Salazar and colleagues (2011) posited that as child maltreatment severity increases, the
ability for social support to buffer the negative effects of the stressful event decreases and the
risk for negative consequences (e.g., depression) increases (Salazar et al., 2011). Folger and
Wright (2013) later asserted that the buffering effect of social support may be more salient for
individuals with less extensive histories of childhood maltreatment (i.e., less severe abuse), and
that social support is not a sufficient protective factor for individuals who have more severe
histories.
The buffering effect on depression has sometimes been inconsistent across gender as well
(Sperry & Widom, 2009; Powers et al., 2009). Sperry and Widom’s (2013) investigation of the
long-term consequences of child maltreatment (discussed in detail above) did not find a
significant buffering effect for the relationship between maltreatment status and any type of
perceived social support on depression. They did find that women with a history of child
maltreatment reported more symptoms of depression when perceived tangible social support was
low, compared to women without a history of child maltreatment. However, there was no
difference between these groups when tangible support was high, supporting the buffering effect
of tangible social support for women only. It should be noted that this study was unable to
examine different severities of child maltreatment as the maltreatment variable was dichotomous
(present/absent; Sperry & Widom, 2013). As a result, it was not possible for the authors to assess
a buffering effect at varying levels of maltreatment. Powers et al. (2009) conducted a cross-
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sectional study of 378 men and women participants recruited from general medical and
obstetric/gynecological clinics. The authors divided the participants into two groups based on
whether the participant endorsed a history of none to minimal (n = 258) or moderate to severe (n
= 120) childhood maltreatment. The authors found that perceived social support from friends
buffered against the impact of child maltreatment on depression in adult women but not in men.
This study supports friend support as a buffer against adult depression, particularly for women.
The inconsistencies in data on the effect of social support based on gender or severity of the
trauma bolster the need for further research on these differences and may point to a difference in
the importance of specific coping strategies for men and women following childhood
maltreatment (Powers et al., 2009). Nonetheless, the research on social support following child
maltreatment points to the relevance of this construct for depression and in this population.
Additionally, it is beneficial to examine the effect of other parts of the multidimensional
construct of social support on mental health outcomes to deepen the understanding of the
relationship between social support and mental health following child maltreatment (Gibson &
Hartshorne, 1996; Sperry & Widom, 2013).
Examining other factors that contribute to this well-documented relationship raises
another question, why do those who experienced child maltreatment perceive that they have less
support? Obviously, it is possible that perceptions of low levels of social support are valid, and
the individual truly has a small or unreliable social network (Gibson & Hartshorne, 1996; Sperry
& Widom, 2013). Another explanation that merits investigation is whether an individual’s
negative attitudes about using social resources may cause her to underestimate available support
or the usefulness of available support. These attitudes could make social support useless as they
can make individuals unwilling to use available resources (Vaux, Burda, & Stewart, 1986). For
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this reason, it is important to understand what role attitudes about seeking social support have
with symptoms of depression following maltreatment. As a starting point, it is relevant to
understand just how negative attitudes about seeking social support have been conceptualized in
past literature.
Conceptualization and Relevance of Negative Attitudes About Using Social Support
Negative attitudes about using social support may bias perceptions about the availability
of social resources (Kaniasty & Norris, 2000). As such, past work has examined constructs
pertaining to negative perceptions of social resources, even in a time of need (Kaniasty & Norris,
2000). One line of research has examined negative attitudes about seeking and using social
support, termed negative network orientation (Tolsdorf, 1976).
Tolsdorf (1976) first described negative network orientation based on qualitative data he
collected from a sample of veterans (n = 20) who were recently hospitalized for psychiatric (e.g.,
schizophrenia) or medical concerns (e.g., broken ankle). Tolsdorf interviewed participants about
their attitudes, beliefs, and expectations of their social support network’s ability to help them
cope with life stressors. The researcher noted two general orientations toward social support
networks: positive and negative network orientation. Tolsdorf (1976) formally defined a negative
network orientation as “a set of expectations or beliefs that it is inadvisable, impossible, useless,
or potentially dangerous to draw on network resources” (p. 413). Furthermore, Tolsdorf
completed follow-up interviews with two social support members for each participant, to
confirm the reliability of the information that the participant provided. Interestingly, for
participants who endorsed these negative attitudes, the network members attested that such
beliefs preceded the participant’s psychiatric symptoms (psychotic symptoms), and frequently
dated back to the participant’s childhood. It is possible that negative interactions with one’s
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primary support network (e.g., maltreatment from parents) could be instrumental in the
development of a negative network orientation.
Evidence for the construct validity of negative network orientation has been noted across
several studies (Vaux, Burda, et al., 1986; Vaux & Wood, 1987; Wallace & Vaux, 1993; Yoo,
Goh, & Yoon, 2005). Supporting the validity of this construct, Yoo et al. (2005) reported that
negative network orientation was associated with negative attitudes toward seeking professional
help, as well as greater self-concealment (e.g., not sharing an important secret with anyone) in
142 college students. Vaux and Wood (1987) reported that greater negative network orientation
predicted lower received social support, as well as negative appraisals of social support, in a
sample of 176 college students. Vaux, Burda, et al. (1986) assessed four college student samples
and found that negative network orientation was related to a smaller social support network and
lower perceived and received aid from family and friends. Gruen et al. (1994) supported in a
sample of 142 community members that greater negative network orientation was related to a
lower amount of received social support, lower satisfaction with social support, and greater
beliefs about being rejected by potential social support. Gruen et al. (1994) also supported that
greater negative network orientation was related to higher symptoms of depression that were
assessed with both self-report and clinical interviews across five samples of undergraduate
students and community members. This study found that participants who met for a diagnosis of
depression (n = 20) had a higher negative network orientation, compared to participants who did
not meet for a diagnosis of depression (n = 29). The majority of research examining negative
network orientation has been conducted in social psychology. However, there is empirical
support that negative network orientation is relevant following trauma, including child
maltreatment.
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Negative Network Orientation in Trauma Populations
Research has assessed negative network orientation in trauma populations, including
survivors of a motor vehicle accident (MVA), intimate partner violence (IPV), and woman
survivors of childhood sexual abuse (Clapp & Beck, 2009; Dodson & Beck, 2017; Gibson &
Hartshorne, 1996; Kallstrom-Fuqua, Weston, & Marshall, 2004). Clapp and Beck (2009) found
that in a sample of 458 men and women who had survived a serious MVA, negative network
orientation mediated the relationship between PTSD symptoms and perceived social support,
supporting the association of greater negative network orientation with lower perceived social
support, and greater posttraumatic stress disorder symptoms. Kallstrom-Fuqua and colleagues
(2004) supported the relationship between greater negative network orientation with greater
suspicion and mistrust of friends and men in general in a sample of 178 women with histories of
childhood sexual abuse.
Gibson and Hartshorne (1996) examined levels of negative network orientation among a
sample of women college students who had a history of childhood sexual abuse (n = 24), women
college students without a history of childhood sexual abuse (n = 26), and adult women who
were receiving treatment from a community agency for a history of childhood sexual abuse (n =
26). Both groups of abuse survivors showed higher levels of negative network orientation,
compared to the non-abused group. The treatment seeking group endorsed higher levels of
negative network orientation compared to the college students who had a history of childhood
sexual abuse. The authors supported that this significant difference was due to a longer duration
of abuse and greater number of incidents of abuse in the treatment-seeking group. The authors
also assessed the abuse survivors as one group and found a significant positive correlation
between the duration and the total number of incidents of abuse with negative network
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orientation (r’s = .39 and .31, respectively), indicating that as the duration of the abuse and the
number of incidents increased, negative network orientation increased. The research above
supports that negative network orientation can be relevant for women who experienced
childhood maltreatment and it may be an important contributing factor to sequelae of trauma
including symptoms of depression and posttraumatic stress.
Women college students with a history of childhood maltreatment may represent a
relevant group in which to assess the relationships between facets of social support and
depression as this is a population transitioning from adolescence into adulthood, which fosters
changes to the social support network. The population can provide valuable information about a
period with many life challenges (e.g., starting college) and shifts in the social support network
(e.g., relying more on friend support than family support). College is also a common time for
individuals to experience the first onset of depression (Brougham, Zail, Mendoza, & Miller,
2009; Kessler et al., 2005).
Relevance of Social Support and Depression in a Sample of Emerging Adult Women
College Students
The developmental stage of the majority of college students in the United States makes
this population relevant for studying the relationships of perceptions and attitudes about social
support with symptoms of depression. The majority of college students are between the ages 18
to 25 (U.S. Department of Commerce, 2017), which is a time period between adolescence and
adulthood known as emerging adulthood (Arnett, 2000). Emerging adults typically face a
number of new challenges in their life (e.g., residential status, changing worldviews, gaining
work experiences that are more focused on preparation for adult work roles; see Arnett, 2000 for
review) that can affect social support and psychological distress (e.g., depression). Emerging
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adults who attend college face new challenges, including adapting to new environments,
increased academic demands, and managing social relationships (e.g., breaking up with high
school romantic partner, dealing with a rude roommate; Brougham, Zail, Mendoza, & Miller,
2009; Dyson & Renk, 2006). The challenges emerging adults face may initiate or exacerbate
depressive symptoms (Rutter & Sroufe, 2000). Additionally, Kessler, Chiu, Demier, and Walters
(2005) found that one out of five individuals with depression had their first episode by the age of
25. Zivin, Eisenberg, Gollust, and Golberstein (2009) noted that in a longitudinal assessment of
763 college students, twenty-seven percent of individuals who met criteria for depression at
baseline still met criteria for depression two years later, underlining the persistence of depressive
symptoms in this population. Findings from the Zivin et al. (2009) report also show that for the
majority of college students they evaluated, depressive symptom improved over the two-year
period, which although speculative, may in part be due to the effect of social support resources.
To cope with the challenges of emerging adulthood and concurrent symptoms of
depression, individuals may need to form new social support networks and rely on other social
resources to a greater extent (e.g., relying on friend support more than family support).
Alternatively, for emerging adult women who have a history of child maltreatment, social
support from family members may still be a vital resource, regardless of whether they were
abused or neglected by a family member (Courtney, 2011). Either way, utilizing social support
could be especially trying for individuals who have a negative network orientation. Individuals
with higher levels of negative network orientation may perceive drawing on social support as
useless, impossible, or dangerous or have negatively biased perceptions of available support
(Vaux, Burda, et al., 1986). This can be detrimental as cross-sectional and longitudinal research
has supported the promotive effect of social support on depression for emerging adults who have
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a history of childhood maltreatment (e.g., Salazar et al., 2011; Crouch et al., 1995). However, the
overall literature on the sequelae of child maltreatment is limited by the dearth of prospective
research and the evaluation of directionality between social support and mental health disorders
(e.g., depression). Longitudinal research in emerging adults and adolescents has supported some
variation in the directionality of the relationship between social support and depression, and even
differences in the importance of particular domains of social support (e.g., peer versus parent
support). This research had supported potential differences in the directionality of the
relationship between social support and depression that should be examined in emerging adults
with a history of child maltreatment.
Examinations of the directionality of the relationship between depression and social
support
Prospective examinations of the directionality between depression and perceived social
support have provided rich information about the complexity of this relationship (e. g., Ren et al.,
2018; Pettit, Roberts, Lewinsohn, Seeley, & Yaroslavsky, 2011; Stice, Ragan, & Randall, 2004).
However, limited longitudinal research has examined the directionality of this relationship in
emerging adults (Pettit et al., 2011; Shulman et al., 2009) and no past research has examined the
directionality of these relationships in a sample of emerging adults who have a history of
childhood maltreatment. More research has examined the longitudinal relationship between
depression and social support in adolescent populations (Ren et al., 2004; Stice et al., 2004;
Stice, Rohde, Gau, & Ochner, 2011; Van der Giessen et al., 2016), compared to samples in
emerging adulthood. This work has furthered the evidence for the directionality of the
relationship between social support and depression with data analyses that permitted the
examination of both the effect of social support on subsequent depression and depression on
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subsequent social support. Studies have provided evidence for both directionalities. In one of the
few studies on the longitudinal relationships between social support and depression in emerging
adults, Pettit and colleagues (2011) found that in a sample of 816 emerging adults who were
assessed yearly from 21 years old to 30 years old, perceived family support predicted a decrease
in depression symptoms for women participants, but the opposite relationship was not
significant. Additionally, friend support did not have any effect on subsequent depression. The
authors discussed the differential findings for friends and family, noting that findings were
consistent with past research that discussed family relations as being more strongly linked to
well-being, compared to friend support (Antonucci, 1994). The findings for the beneficial effect
of family support are in line with the findings for the promotive model from the childhood
maltreatment literature discussed above. A strength of these past longitudinal reports is that they
have been able to simultaneously investigate the opposite relationship: depression predicting
subsequent social support. Past work that supported that depression symptoms were related to
subsequent decreases in social support has grounded the rationale for this effect in the
interpersonal accounts of depression (see Pettit & Joiner, 2006). This theory suggests that
negative self-statements, complaints, repeatedly seeking reassurance, and social inadequacy
exhibited by depressed and depression-prone individuals can disrupt social relationships (Pettit
& Joiner, 2006). Stice et al. (2004) found that depression symptoms predicted subsequent
reductions in perceived peer social support among adolescent girls, but depression symptoms did
not predict subsequent reductions in perceived support from parents. Ren et al. (2018) also found
in a longitudinal study of adolescent students that depression predicted lower perceived peer
support 6 months later, but depression did not predict lower teacher support 6 months later. The
reverse relationships where different forms of social support predicted decreases in subsequent
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depression were not significant either. These findings may again suggest that for someone
struggling with depression, parts of the person’s support system weaken because they have
become fatigued by her depressive complaints, negative self-statements, or repeatedly seeking
assurance. As a result, the person may experience the erosion of particular forms of social
support. In line with these findings, it is important to evaluate the relationship between
depression and social support in a way that can prospectively examine both directionalities of the
relationship between social support and depression. Furthermore, examining multiple domains of
support will allow for a deeper examination of the multidimensional construct of social support
with depression in emerging adults who have a history of child maltreatment.
In line with the current study, it is important to consider how the longitudinal
relationships examined above may vary for women emerging adult college students who have a
history of childhood maltreatment. Based on the work above, it appeared that across adolescent
and emerging adult populations, parent support had a positive effect on depression, while peer or
friend support was either negatively affected by depression symptoms (erosion model), or there
was no effect. Considering the depression and social support relationship following childhood
maltreatment, where a family member could have been the perpetrator, perceptions of social
support from family may be greatly affected and could look much different than in the
populations studied above. For emerging adults with a history of maltreatment, their views of
social support may have been affected negatively by the history of maltreatment, as posited by
theoretical work on the sequelae of childhood maltreatment. Theoretical work holds that
maltreatment can lead to negative expectations and mistrust of caregivers and other social
resources into adulthood (Cicchetti & Toth, 2013). Taking into account the directionality of the
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effects, it is also relevant to consider the specific assessment timeframe over which the
constructs are assessed as this can affect the directionality of effects (Kaniasty & Norris, 2008).
Short-term effects of social support in survivors of childhood maltreatment
Most longitudinal research on the relationship between social support and mental health
outcomes has assessed these relationships over a prolonged time period (e.g., years, decades).
This is valuable research as it elucidates the long-term effects of social support; however, many
outside events can occur during these prolonged time periods (e.g., maturational effects) which
may reduce the clarity of the effect of social support on the outcomes. Some recent research has
shown the effect of social support on mental health outcomes in the short term (e.g., day-to-day
changes, changes across 1 month; Dworkin, Ojalehto, Bedard-Gilligan, Cadigan, & Kaysen,
2018; Dworkin, Ullman, Stappenbeck, Brill, & Kaysen, 2018). As a college semester lasts
fifteen weeks, understanding the relationships between social support and symptoms of
depression over a relatively short time frame may offer valuable information for treatment efforts
in college students, particularly for those with histories of childhood maltreatment. Recent
research has found preliminary support for the effect of social support on mental health outcomes
(e.g., PTSD symptoms) over the short term (i.e., 1 month). Dworkin, Ojalehto, et al. (2018)
assessed the relationship between perceived social support, substance use coping, and PTSD
symptoms in 147 women college students who had a lifetime history of sexual assault. The
authors found that the interaction between perceived social support and substance use coping
predicted PTSD symptoms, such that for participants who endorsed lower levels of substance use
coping, higher overall perceived social support and perceived social support from friends at
baseline predicted lower PTSD symptoms 1-month later. These findings point to social support
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as a relevant buffering factor against mental health symptoms for college students with a history
of sexual assault in the short-term.
Synthesis of the Previous Literature
Past research assessing long-term outcomes of childhood maltreatment has supported the
robust relationship of childhood maltreatment and adult depression (Gal & Basford, 2015; Liu,
2017). Research has in turn evaluated the effect of social support as a promotive (compensatory)
and protective (buffering) factor against depression following child maltreatment. Results have
been mixed for social support as a buffer against the effects of maltreatment with some support
for the hypothesis and other research supporting that the buffer effect appears to disappear for
individuals who have experienced the most severe maltreatment (Wright & Folger, 2017). The
promotive model proposes that social support directly affects depression irrespective of the
severity of childhood maltreatment and has received consistent support (Wright & Folger, 2017).
The literature above is lacking in the assessment of directionality of the relationship between
social support and depression, but research in populations of emerging adults and adolescents has
demonstrated the potential importance of evaluating the directionality of the relationship
between social support and depression (Pettit et al., 2011), yet still this relationship has not been
assessed in emerging adults with a history of child maltreatment. Furthermore, based on the
support for the relationship of social support and depression following child maltreatment, it is
relevant to evaluate the effect of other facets of social support on depression. Past research
supports the relationship between negative network orientation and perceptions of social support
as well as symptoms of depression (Gruen et al., 1996; Vaux, Burda, et al., 1986). Based on
these past findings, it is relevant to assess the relationship between negative network orientation
and symptoms of depression. Assessing these relationships in a sample of women college
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students who have a history of child maltreatment will contribute to the understanding of factors
that affect the transition to emerging adulthood for this population. Finally, evaluating these
relationships over 1-month will provide a valuable picture of how these constructs can affect
each other in the short-term.
Aims & Hypotheses
The purpose of the current study was to longitudinally assess the relationships between
negative attitudes about using social support, perceptions of available social support from family,
friends, and a close other, and symptoms of depression. This study assessed these constructs
across a one month interval in a sample of college women who had a history of childhood
maltreatment. A secondary aim of this study was to assess the relationship between greater child
maltreatment severity (measured as total frequency of maltreatment, total number of types of
maltreatment, and duration of maltreatment) with the three model variables.
In order to assess the relationship among negative network orientation and perceived
social support with levels of depression, several cross-lagged panel analyses were conducted, in
which all of the variables of interest were assessed at two separate time points (baseline and 4
weeks later). Past work, particularly research on the relationship between negative network
orientation and mental health outcomes (e.g., Clapp & Beck, 2009; Gruen et al., 1986; Vaux,
Burda, et al., 1986), has been cross-sectional, reducing the ability to understand the influence of
these processes over time. As such, this longitudinal design was novel and provided greater
understanding about possible causal relationships among the study variables. The one-month
length of assessment was based on suggestions from past research and recent empirical work.
Cohen and Wills (1985) noted that a total measurement time of less than one year is appropriate
for measuring social support in college students whose support systems may change drastically
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due to new environments (Cohen & Wills, 1985). Recent research has also supported the effect
of social support on mental health outcomes over a one-month assessment in a sample of women
college students who had a lifetime history of sexual assault (Dworkin, Ojalehto, et al. 2018).
Finally, as past research has also supported that trauma exposure may reduce levels of social
support (Kaniasty & Norris, 1993), the models assessing the relationships between depression
and perceptions of social support or negative network orientation were also ran with the total
number of interpersonal traumas experienced after the age of 18 or the total number of noninterpersonal traumas (e.g., motor vehicle accidents) as predictors of the model variables at time
point 2.
Hypotheses
Hypothesis One concerns how perceived social support was related to depression
symptom severity over a one-month period. It was hypothesized that greater perceived social
support from friends, family, or a close other at time 1 would be related to lower levels of
depression at time 2. Hypotheses about depression at time 1 predicting lower perceived social
support at time 2 were deemed exploratory as this relationship has not been tested empirically in
study populations similar to the one assessed in this report (i.e., emerging adult women college
students who had a history of child maltreatment). A second measure of social support from
family, friends, and others was also used in these analyses to assess convergence of the findings
across separate measures of broad domains of social support.
Additionally, specific types of social support from family and friends including
emotional, financial, socializing, practical assistance, and advice/guidance support were
evaluated to examine any differences in the effects of specific forms of social support with
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symptoms of depression. This was completed to deepen and strengthen the analysis of the
relationship between social support and depression.
Hypothesis Two concerned how negative network orientation and depression were
related over a one-month period. It was hypothesized that greater negative network orientation
at time 1 would be related to greater symptoms of depression at time 2. Hypotheses about the
alterative model (depression at time 1 affects negative network orientation at time
2) were deemed exploratory as this relationship has not been tested empirically in past research.
Hypothesis Three concerns the effect of a greater severity of child maltreatment (i.e.,
greater overall frequency of child maltreatment, endorsement of more types of child
maltreatment, and greater duration of maltreatment). Based on findings from past studies (e.g.,
Cecil et al., 2017; Gibson & Hartshorne, 1996; Vranceanu et al., 2007; Salazar et al., 2011), it
was hypothesized that greater overall frequency of maltreatment, higher total number of types of
child maltreatment, and greater duration of maltreatment measured at time point 1 would be
related to higher levels of negative network orientation, lower perceived social support, and
higher levels of depression at time point 1.
A second measure of child maltreatment that assessed childhood physical, sexual, and
emotional abuse as well as child neglect was used to assess convergence of the findings across
the effect of the cumulative types of child maltreatment on the study outcomes.
Method
Participants
Recruitment and retention. Potential participants were recruited from three college
campuses in the mid-south. Participants were eligible for the study based on their responses to a
prescreening survey that they either completed on their undergraduate subject pool website or
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through Survey Monkey. The survey asked students their age, gender, if English was the
student’s first language, and if the survey was completed via Survey Monkey, participants were
asked for an email address so the principal investigator could follow up with them. Students
participated in exchange for class credit and entry into a raffle for a cash prize. Information
about the study was posted on the undergraduate subject pool website and the primary
investigator (Tom Dodson, M.S.) presented information about the study to undergraduate
classes. Figure 1 (below) shows the flow of participants through the study procedures.
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Figure 1. Sampling and flow of subjects through study procedures.
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Sample characteristics for the participants included in the current analysis are presented
in Table 1.

Table 1.
Sample demographics
Ethnicity
White
African American
Hispanic
Asian
Other Ethnicity
Estimated family income
Below $10,000
$10,000-20,000
$20,000-30,000
$30,000-50,000
Over $50,000
Declined to answer
Year in College
First Year
Second Year
Third Year
Fourth Year
Fifth Year or More

n

%

59
48
2
11
4

47.6
38.7
1.6
8.9
3.2

13
13
12
27
57
2

10.5
10.5
9.7
21.8
46.0
1.5

42
38
22
17
5

33.9
30.7
17.7
13.7
4.0

The sample was composed entirely of women who had an average age of 19.25 (SD = 1.53,
range = 18 to 25). The sample was representative of the population from which it was collected
(47.6% White, 38.7% African American, 1.6% Hispanic, 8.9% Asian, and 3.2% identified as
Other race or ethnicity [e.g., Multiracial]). Participants average score on the Childhood Trauma
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Questionnaire – Short Form (CTQ-SF) was 37.07 (SD = 11.23; range = 25 to 78), endorsing
minimal to severe child maltreatment histories.
Inclusion/Exclusion Criteria. To qualify for participation, women needed to be between
the ages of 18 to 25, not currently involved in psychotherapy for a psychological concern,
English speaking, and have a history of childhood maltreatment including abuse (sexual,
physical, or emotional abuse) or neglect (physical or emotional neglect) before the age of 18,
based on their responses on the Childhood Trauma Questionnaire-Short Form (CTQ-SF;
Bernstein et al., 2003). Additionally, women who endorsed current suicidal intent on the Beck
Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996) at either of the time points were
contacted by the principal investigator, who conducted a suicide risk assessment. The woman’s
participation in the study was discontinued at that point. Participants were also disqualified from
the study if they did not answer the fidelity questions correctly at both time points. The fidelity
questions asked participants to select a particular response for a given question and were used as
an indicator of the reliability of the participants’ responses.
Figure 1 is a flowchart of the total number of participants recruited and assessed from the
initial recruitment phase to the completion of time point 2. The average amount of days between
the completion of time point 1 and 2 was 31.18 (SD = 1.70; range between 30 to 37 days).
Participants who completed more than seven days after their scheduled time two date were not
included in the final analysis to protect from entering recall bias into the data (n = 14).
Measures
Demographics. A demographics questionnaire was administered to obtain information
on age, ethnicity, family income, and whether English is the participant’s primary language.
Additionally, this form asked if the participant was currently in psychological counseling or
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taking psychotropic medications for a psychological concern. This questionnaire was only
administered at time point one.
History of Traumatic Experiences. A history of traumatic events was assessed using
the Traumatic Events Questionnaire (TEQ; Blake et al., 1990). The TEQ a 24-item self-report
measure, which includes a checklist of traumatic life events. Each item has a response that best
describes the individual’s exposure to that event. This measure was used to screen participants
who had experienced a traumatic event directly and to provide more information about the
participant’s trauma history, particularly for traumas that were not captured by other measures
(e.g., non-interpersonal traumas and traumas that occurred after the age of 18). This
questionnaire was only administered at time point one.
Childhood Maltreatment under age 18. Childhood maltreatment was assessed using
the Childhood Trauma Questionnaire-Short Form (CTQ-SF; Bernstein et al., 2003). The CTQ-SF
is a 28-item self-report measure that assesses for a history of several types of childhood
maltreatment (physical, sexual, and emotional abuse as well as emotional and physical neglect).
The measure has 25 questions that assess for a history of abuse or neglect (5 questions for each
type of maltreatment) and 3 questions that assess for the minimization/denial of childhood
maltreatment (e.g., “There was nothing I wanted to change about my family”). The items are
measured on a 5-point Likert scale ranging from 1 (never true) to 5 (very often true). One of the
physical abuse questions that refers to physical punishment (“punished with a hard object”) was
not administered as past research supported that this question may not capture physical abuse but
instead a form of physical discipline that is more commonly accepted in some cultural groups,
such as African American families (Thombs et al., 2006; Thombs, Lewis, Bernstein, Medrano, &
Hatch, 2007). Thus, this question was removed to prevent the overestimation of childhood

33

physical abuse in the current sample. Thombs et al. (2007) supported that excluding this item
from the physical abuse scale had minimal effect on the reliability of the scale (alpha change =
.03).
Supporting the reliability for the CTQ-SF, Paivio and Cramer (2004) assessed a sample
of 470 undergraduate students (mean age = 19 [SD=3.22]). The authors found that the alpha for
the five subscales ranged from .74 to .97 and the test-retest reliabilities for the subscales across 8
to 10 weeks ranged from .87 to .97, supporting adequate reliability across all subscales.
Bernstein et al. (1998) reported the psychometric properties of the original 70-item version of the
CTQ across four heterogeneous clinical and non-clinical samples (adult substance abusing
patients, adolescent psychiatric inpatients, adults from the community with substance abuse
concerns, and a normative community sample of adults). The authors supported the measurement
invariance of the CTQ across the four samples above, supporting the ability of the scale to
accurately assess child maltreatment in both clinical and non-clinical samples. The CTQ scales
have shown convergent and discriminant validity with therapists’ ratings of maltreatment (e.g.,
Bernstein & Fink, 1998). Bernstein and Fink (1998) found strong correlations between therapist
ratings of maltreatment and the latent factors of the five abuse and neglect scales measured by
the CTQ (r’s of .36 to .75) in 179 adolescent inpatients. For the current study, the participant was
classified as meeting for a history of childhood maltreatment if she endorsed at least the minimal
criteria for at least one form of child maltreatment (i.e., participant answered at least rarely true
on at least one of the child maltreatment questions). This was based on recommendations from
Thombs et al. (2006) and to include the greatest number of participants who had potential
histories of maltreatment. This questionnaire was only administered at time point one.
Cronbach’s alpha for the total CTQ-SF scale and the childhood sexual abuse (CSA), childhood
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emotional abuse (CEA), childhood emotional neglect (CEN), and childhood physical neglect
(CPN) scales were adequate with scores of .89, .95, .78, .85, and .72, respectively. The alpha for
the 4-item version of the childhood physical abuse (CPA) scale was very poor (alpha = .46),
which was surprising based on past support for this version of the CPA scale from Thombs et al.
(2007). However, as this scale was only used as a screening tool and the items have been
validated as indicators of physical abuse, the childhood physical abuse scale was still used in the
current analyses.
Childhood Maltreatment and Victimization. Childhood maltreatment and
victimization was assessed using questions from the Juvenile Victimization Questionnaire-adult
retrospective-short form (JVQ-R2; [Finkelhor, Ormrod, Turner, & Hamby, 2005]). The JVQR2
is a 34-item self-report measure that assesses a broad range of childhood victimization
experiences. Participants are asked to respond yes or no to questions about victimization
experiences from birth through 17 years old. Affirmative responses to each item are added to
create a total victimization score. The JVQR2 examines a wide range of victimization
experiences (e.g., property crime, childhood exposure to IPV, childhood maltreatment).
Finkelhor, Hamby, Ormrod, and Turner (2005) assessed the JVQ in a sample of 2,030 children
ages two to seventeen years old. The authors assessed test-retest validity of 100 youth and 100
caregivers (proxy respondents for young children) across two administrations that were three to
four weeks apart. The findings supported adequate agreement across the two administrations for
endorsement of specific questions (95%, range 77-100%), across both youth and caregiver
responses. Supporting the validity of the JVQ, the authors found positive correlations between
the caregiver’s proxy report (n = 1,026) of victimization and anxiety, depression, and anger
symptoms. The JVQR2 has been used in several studies examining young adults’ recollections
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of childhood victimization experiences (Howell & Miller-Graff, 2014; Elliott et al., 2009). Ten
questions related to childhood physical abuse, childhood emotional abuse, childhood neglect, and
sexual victimization were included in the current study to bolster the content coverage in the
assessment of a history of child maltreatment. This questionnaire was only administered at time
point one.
Childhood Maltreatment Timeline. A timeline of childhood maltreatment was
assessed with questions from the Computer Assisted Maltreatment Inventory (CAMI; DiLillo,
DeGue, Kras, Di Loreto-Colgan, & Nash, 2006). The CAMI was used to gather information
about when the child maltreatment began, the duration of the maltreatment, and the participant’s
relationship to the perpetrator(s). The participant selected the identity of the perpetrator(s) from
a list of family (e.g., father, male cousin, aunt) and non-family members (e.g., male/female
babysitter, male/female teacher). If the perpetrator is not one of the people mentioned on the list,
participants are given the option to select other and specify the role of the individual.
Participants were able to select up to three perpetrators across all types of maltreatment. Duration
of maltreatment was calculated with this measure by finding the difference between how old the
participant was when the abuse started and how old she was when it ended (in months). The
calculation of duration was done for each abuser regardless of whether the abuse happened
concurrently (e.g., the participant was abused by separate perpetrators during the same age
range) and was calculated for each of the perpetrators (up to three). This questionnaire was only
administered at time point one. There was missing data for the total number of perpetrators (n =
68) and the duration of maltreatment (n = 74) questions. Bivariate correlations were still
conducted for these variables.
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Negative Network Orientation. Negative network orientation was measured using the
Network Orientation Scale (NOS; Vaux, Burda, et al., 1986). The NOS is a 20-item measure
designed to assess attitudes and expectations regarding the usefulness of social support
utilization during times of need (e.g., “People should keep their problems to themselves.”). Items
reflecting positive and negative attitudes toward support utilization are administered using a 4point Likert scale ranging from 1 (strongly agree) to 4 (strongly disagree). Positive items were
reverse scored, so higher total scores will indicate greater negative network orientation. Vaux,
Burda, et al. (1986) and Wallace and Vaux (1993) found good internal consistency (range = .60
to .88) for the NOS across 5 samples of student and community participants. Participants
answered questions anchored to the past two weeks. The NOS was administered at both time
points. The alpha for the NOS total score was good at both time point 1 and 2 with an alpha of
.82 and .81, respectively.
Perceived social support. Perceived social support was measured using three different
scales to assess perceptions of social support more broadly and in specific domains. The
Multidimensional Scale of Perceived Social support (MSPSS; Zimet, Dahlem, Zimet, & Farley,
1988) was one of two measures used to capture overall perceptions of social support. The
MSPSS is a 12-item self-report measure of social support that contains three subscales assessing
support from friends (e.g., “I can count on my friends when things go wrong.”), support from
family (e.g., “My family really tries to help me.”), and support from an unspecified close other
(e.g., “There is a special person who is around when I am in need.”). It is important to
acknowledge that the close other subscale is not measuring social support from a romantic
partner or significant other, but instead the items on this scale only refer to a “special person”
which can be interpreted to mean a number of possible resources (e.g., boyfriend/girlfriend,
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teacher, counselor; Canty-Mitchell & Zimet, 2000). Responses are rated from 1 (very strongly
disagree) to 7 (very strongly agree). The higher scores on these MSPSS subscales indicate
greater perceived social support from friends, family, or a close other. The MSPSS has shown
good psychometric properties, including high internal consistency (range = .84 to .93), and
convergent validity in multiple studies (Canty-Mitchell & Zimet, 2000; Zimet, Powell, Farley,
Werkman, & Berkoff, 1990). Participants answered questions anchored to the past two weeks.
The MSPSS was administered at both time points. Cronbach’s alpha was excellent at both time
points for the family (.90 and .94, respectively), friends (.94 and .95, respectively), and close
other (.94 and .96, respectively) subscales.
The Social Support Appraisals (SSA; Vaux, Phillips, et al., 1986) scale was also used to
capture broader perceptions of available social support. The SSA is a 23-item measure that
assesses the extent to which the participant believes he or she is loved by, esteemed by, and
involved with family (e.g., “My family holds me in high esteem”), friends (e.g., “I feel a strong
bond with my friends”, and other people in general (e.g., “I am valued by others”). The
responses are rated on a 1 (Strongly Agree) to 4 (Strongly Disagree) scale. Five items are
reverse-scored when scoring the scale and then the individual items are added up to obtain a total
score for each subscale. Lower overall scores indicate a stronger subjective appraisal of social
support. The SSA subscales have shown strong internal consistency (alpha range from .80 to .90;
Vaux, Phillips, et al., 1986), test-retest reliability (range from .71 to .80) and convergent and
divergent validity based on its associations with other support appraisal measures and measures
of psychological distress (Vaux, Phillips, et al., 1986). Family, friends, and other people
subscales were used in the current analysis. Cronbach’s alpha was good at both time points for
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the family (.90 and .88, respectively), friends (.91 and .92, respectively), and other (.89 and .89,
respectively) subscales.
The Social Support Behaviors scale (SS-B; Vaux, Riedel, & Stewart, 1987) was used to
measure the perceived availability of five types of social support from friends and family:
emotional (e.g., Would comfort me if I was upset), socializing (e.g., Would suggest doing
something just to take my mind off my problems), practical assistance (e.g., Would give me a ride
if I needed one), financial assistance (e.g., Would buy me a drink if I was short of money), and
advice/guidance (e.g., Would give me advice about what to do). The measure asks participants to
indicate how likely (a) family members and (b) friends are to help with each of 45 identified
situations. Items for each scale are summed to create scores for both family and friends for each
of the five domains of social support. Vaux et al. (1987) found that internal consistency for each
scale were above .85 across several college student samples, supporting the internal consistency
of the SS-B. Dahlen, Czar Prather, and Dyess (2013) also found that the internal consistency of
the SS-B scales for friends had internal consistencies of .93-.97 in a sample of college students.
For the family support scales in the current sample, Cronbach’s alpha was strong at time point 1
and 2 for the emotional (alphas = .96 and .95, respectively), socializing (alphas = .92 and .92,
respectively), practical (alphas = .94 and .95, respectively), financial (alphas = .92 and .95,
respectively), and advice/guidance support (alphas = .96 and .97, respectively) scales. For the
friend support scales, Cronbach’s alpha was strong at time point 1 and 2 for the emotional (alpha
= .95 and .96, respectively), socializing (alphas = .87 and .93, respectively), practical (alphas =
.91 and .93, respectively), financial (alphas = .92 and .93, respectively), and advice/guidance
support (alphas = .96 and .97, respectively) scales.
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Depression. Depression symptom severity was measured using the Beck Depression
Inventory-II (BDI-II; Beck, Steer, & Brown, 1996). The BDI-II is a 21-item self-report scale that
assesses affective, motivational, cognitive and somatic symptoms of depression. All responses
were based on thoughts, feelings, and physiological reactions during the past two weeks. The
validity and reliability of the BDI-II has been supported in large data sets of individuals with and
without psychiatric disorders (Beck, et al., 1996; Beck, Steer, & Garbin, 1988). Because the
BDI-II assesses suicidal thoughts (question #9), the principal investigator reviewed each
participant’s responses to determine whether the participant endorsed suicidal ideation. If the
participant indicated a 2 (I would like to kill myself) or a 3 (I would kill myself if I had the
chance) at either of the time points, they were ineligible to continue in the study. The principal
investigator followed up with the participant over the phone and completed a suicide risk
assessment. The BDI-II was administered at both time points. Cronbach’s alpha was excellent at
time point 1 and 2 with alphas of .91 and .92, respectively.
Stressful Life Events. Stressful events that occurred two weeks prior to the first
appointment and between appointments 1 and 2 were assessed using a stressful event log that
used questions from the College Student’s Stressful Events Checklist which was derived from
the Social Adjustment Scale (Holmes & Rahe, 1967) and the Daily Stress Checklist (White &
Shih, 2012). This checklist asked participants to check ‘yes’ or ‘no’ to experiencing different life
events and then rate on a 0 to 100 scale how stressful the events were. This questionnaire was
administered at both time points and asked about stressful life events that occurred in the past 2
weeks at time point one and in the past month at time point 2 to include the total assessment
time. A composite score of the stressful life events was calculated by adding the total number of
stressful life events across both time points to predict time two outcomes in the cross-lagged
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panel models. The stress caused by the events measured at time point 1 and 2 was also
calculated by taking the average of time points 1 and 2.
Fidelity Questions. A set of 4 questions were used to gauge whether participants were
actively attending to the questions (i.e., assessing fidelity of participant responses) at time points
1 and 2. These questions were placed throughout the survey at both time points. The placement
of the fidelity questions varied at time point one and two to ensure that the participants were
paying attention to their responding, and not simply remembering where the fidelity questions
were placed.
Procedure
Following IRB approval in the Fall of 2018, students from universities in the Mid-South
United States were recruited both through undergraduate research subject pools or through class
presentations. Participants first completed a prescreen questionnaire administered by the subject
pool or they completed prescreen questions on a confidential online questionnaire through
Survey Monkey. Potentially eligible participants (i.e., females, ages 18 to 25, English as a
primary language) were emailed by trained research assistants about participating in an online
study that assesses the participant’s thoughts and emotions, life experiences, and how the
participant deals with stressful events. Eligible participants were then emailed the link to the first
set of questionnaires. Table 2 outlines which forms were administered at time points 1 and 2,
respectively.
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Table 2. List of measures given at each time point.
Time Point 1

Time Point 2

Demographics

NOS

CTQ-SF

MSPSS

JVQ-R2

BDI-II

TEQ

SSA

NOS

SS-B

MSPSS

Stressful Events log

BDI-II

Fidelity questions

SSA
SS-B
Stressful Events log
Fidelity questions

Note: TEQ – Traumatic Events Questionnaire; CTQ-SF – Childhood Trauma Questionnaire –
Short Form; JVQ-R2 – Juvenile Victimization Questionnaire – adult retrospective-short form;
CAMI-Computer-Assisted Maltreatment Inventory; NOS-Network Orientation Scale; MSPSSMultidimensional Scale of Perceived Social Support; BDI-II – Beck Depression Inventory-II;
SSA – Social Support Appraisals scale; SS-B – Social Support Behaviors scale
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Time Point 2 was four weeks after Time Point 1. The first part of the time point 1 survey
included the informed consent document. Individuals who did not consent to the study (n = 0)
were sent directly to the end of the survey and their participation in the study was considered
complete. Participants who provided consent then answered the TEQ, CTQ-SF, JVQ-R2,
CAMI, BDI-II, NOS, MSPSS, SSB, SSA, Stressful Events Log, and Fidelity Questions to
determine if they were eligible for time point 2. If the participant had any history of childhood
maltreatment (i.e., participant endorsed at least rarely true on at least one of the maltreatment
questions on the CTQ-SF), were not currently seeking counseling for psychological concerns,
were not currently suicidal, and met requirements for fidelity (i.e., responded correctly according
to the instructions on the fidelity questions), then she was eligible to continue in the study. The
participant was notified that she was eligible to complete time point two via email.
Two weeks later, the participant was reminded about her time point two survey, was
asked to pay attention to any stressful life events that occurred between time points 1 and 2, and
was told that by completing time point 2 within 24 hours of the email being sent to her, she
would earn 4 raffle tickets for a cash prize at the end of the semester. The raffle was for 5 prizes
of $100.
At the end of each of the two time-points, the participant was asked to indicate her
current level of distress on a 0 to 100 scale, and if her score was 60 or higher, the principal
investigator followed up with her by phone within 48 hours to assess for undue distress as a
result of completing the questionnaires (n = 4). The researcher made referrals and completed a
suicide risk assessment as necessary (n = 2).
Data Analytic Strategy
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Prior to data analysis, data were screened for violations of normality using guidelines
from Tabachnick and Fidell (2012), including the examination and correction for univariate and
multivariate outliers, skewness, and kurtosis. Data were evaluated to determine whether
assumptions of linearity and absence of multicollinearity were met.
For the primary aim, data were analyzed using cross-lagged panel models, using
suggestions from Brown (2006), Little, Preacher, Selig, and Card (2007), and Selig and Little
(2012). Cross-lagged panel models are statistical models that attempt to demonstrate the pattern
of individual differences (i.e., changes) over time (Little, 2013). Data were analyzed using Mplus
software and parameters were estimated using maximum likelihood with robust standard errors.
Maximum likelihood (ML) is the most common estimation method used in SEM (Brown, 2006;
Kline, 2011). ML with robust standard errors was used to control for non-normality among study
variables (Kline, 2011). ML estimation uses an iterative procedure to find parameter estimates
that “maximize the probability of observing the available data if the data were collected from the
population again” (Brown, 2006, p. 73), and has a number of advantages, including goodness-offit indices and standard errors for parameter estimates.
Negative network orientation, perceived social support, and depression, were modeled as
observed variables at both time points using a single score to represent each scale. For stressful
life events, a composite was derived from the sum of the stressful life events endorsed at time
point 1 and 2. The cross-lagged panel model used for each analysis is shown in Figure 2.
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Figure 2. The cross-lagged panel model examining the relationship between the social support
variable (perceived social support or negative network orientation) with depression symptom
severity controlling for the number of stressful life events that were experienced during the
study. Unstandardized and standardized effects were noted for the autoregressive and the crosslagged paths and the effects of the covariate.
Separate models were evaluated for each type of social support variable (e.g., NNO,
Family perceived support) with depression symptom severity. The social support variable and
depression measured at time point 1 predicted the same variable measured at time point 2
(lagged path) as well as the other variable measured at time point 2 (cross-lagged path). The
cross-lagged models accounted for the shared variance between the same observed variables
measured over time (e.g., depression measured at time point 1, depression at time point 2). Also,
the models accounted for the shared variance among variables at each cross-sectional time point.
The total number of stressful life events measured at time point 1 and 2 were included as a
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covariate that predicted the social support variables and depression measured at time point 2.
This is based on past research that supported the importance of stressful life events for both
social support and depression (e.g., Lee, Dickson, Conley, & Holmbeck, 2014; Vranceanu et al.,
2007). To strengthen the analysis of mental health outcomes and social support, the models were
also run with the SSA and SS-B subscales in place of the MSPSS subscales or NOS. Substituting
the SSA for the MSPSS allowed an examination of perceived social support with depression
symptom severity using two convergent measures (i.e., MSPSS, SSA). Using the SS-B measure
offered an examination of the relationship between specific domains of perceived social support
(e.g., financial and emotional support) with depression symptom severity.
For the third aim of the study, several analyses were conducted to examine the effect of
childhood maltreatment severity on the study variables. First, the overall severity of childhood
maltreatment, the CTQ-SF total score, duration of exposure to maltreatment (measured in
months), and the total number of reported perpetrators were correlated with the study variables.
Second, to assess the cumulative effect of the total number of types of childhood maltreatment
experienced, univariate ANOVAs were run with the total number of maltreatment types
experienced at or above the minimal threshold (coded 1 to 5) on the CTQ-SF and the cumulative
number of maltreatment types endorsed on the JVQ-R2 (coded 0 to 4) used to predict the model
variables at time point 1. As the JVQ-R2 was not used as the screening measure, participants did
not necessarily have to indicate a history of child maltreatment on this measure to be included in
the study. The 10 items on the JVQ-R2 measure also did not cover as much content related to
childhood maltreatment history, compared to the 28 items on the CTQ-SF. Thus, a participant
may have indicated at least a minimal history of child maltreatment based on the CTQ-SF, but
did not indicate any history of maltreatment based on the JVQ-R2. Finally, unlike the CTQ-SF,
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the JVQ-R2 did not differentiate childhood physical neglect from emotional neglect so the
maximum number of types of maltreatment that were endorsed on the JVQ-R2 was 4 compared
to the CTQ-SF where participants endorsed up to 5 types of maltreatment.
Results
Data Screening
Of the 181 participants who were eligible at baseline, 23.76% (n = 43) did not complete
the time point 2 assessment. A missingness variable was created to determine whether
completers differed from non-completers on baseline perceived social support, negative network
orientation, and symptoms of depression. Independent samples t-tests comparing completers
versus non-completers on baseline MSPSS Family, MSPSS Friends, MSPSS Close other,
Negative network orientation, and the BDI total score showed one significant difference for the
BDI total score (p = .038). The completers had a total BDI score of 15.26 and the non-completers
had a BDI score of 11.68, which is opposite to what would be predicted (e.g., we would predict
that non-completers would have higher BDI scores). Little’s MCAR test was then calculated to
assess missingness, and this test was not significant (2(4) = 3.57, p = .467). Although Little’s
MCAR test has been discussed as a liberal test in missing data analysis (Enders, 2010), Enders
suggests that using Little’s MCAR test can contribute to a missing data analysis when the test is
used alongside other missingness tests, and the researcher is familiar with how the data were
collected.
Fourteen participants who completed time point 2 more than 7 days after their scheduled
time 2 date were also removed from the data bringing the final sample to 124 participants who
met criteria for at least minimal childhood maltreatment. Missing data among the 124
participants was 4.0%, which was able to be accommodated by maximum likelihood estimation.
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Data at time point 1 then for time point 2 were evaluated for univariate outliers (z-score >
|3.29|, multivariate outliers, and skew and kurtosis according to guidelines from Tabachnick and
Fidell (2007). Skew and kurtosis values for all the variables used in the current analysis were
within a normal range (skew < 3.0 and kurtosis values < 10). Univariate outliers for each
variable (scores with z-scores greater than |3.29|) were adjusted by re-scoring the value to be one
point higher (or lower) than the score with the highest z-score that was below |3.29|. This
correction reduced the impact of the univariate outliers without changing the order of the raw
scores and it allowed all of the scores to be retained (Tabachnick & Fidell, 2007). At time point
1, there were two univariate outliers for the Friends subscale of the MSPSS and one univariate
outlier for the Close Other scale of the MSPSS. At time point 2, there were three univariate
outliers for the Friends subscale of the MSPSS and one univariate outlier for the NOS scale. All
of these outliers were corrected. Multivariate outliers were then assessed by examining
Mahalanobis’ d scores. There were no multivariate outliers at time point 1, and one multivariate
outlier at time point 2 (Mahalanobis’ d p < .001). The raw data scores for the time point 2
multivariate outlier was coded as missing for all analyses. Maximum likelihood estimation is
able to handle this missing data, so that the analyses could use all of the available data. The
inter-correlations, means, and standard deviations for the variables used in the cross-lagged panel
analyses for aims 1 and 2 are shown in Table 3.
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Table 3.
Inter-correlations, means, and standard deviations between model variables at time point 1 and 2
1
2
3
4
5
6
7
8
9
10
11 M
SD
1.BDI-II 15.26 10.71
T1
2.BDI-II .76***
14.21 10.54
T2
3.MSfam -.40*** -.38
5.16
1.60
T1
4.MSfam -.44*** -.45*** .58*** 5.04
1.57
T2
5.MSfri
-.22*
-.18
.53*** .17
5.51
1.26
T1
6.MSfri
-.12
-.16
.15
.51*** .35**
5.54
1.20
T2
7.MSclo -.10
-.05
.44*** .10
.40*** -.01
5.76
1.32
T1
8.MSclo -31**
-.26*
.14
.55*** .03
.50*** .33** 5.53
1.66
T2
9.NNO
.46***
.49*** -.45*** -.42*** -.49*** -.43*** -.22
-.30**
45.66 6.93
T1
10.NNO .33**
.52*** -.27**
-.45*** -.34**
-.55*** -.13
-.43*** .63*** 45.87 6.26
T2
11.SEtot .40***
.57*** -.21*
-.20*
-.07
.03
.01
-.08
.13
.24** 17.74 8.82
Note: BDI-II – Depression severity scores measured at time 1 and 2; MSfam – MSPSS – Family support measured at time 1 and 2;
MSfri – MSPSS friend support measured at time 1 and 2; MSclo – MSPSS Close Other support measured at time point 1 and 2; NNO
= Negative network orientation measured at time point 1 and 2; SEtot – Total stressful life events measured over the length of the
study
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The mean BDI-II scores at time point 1 and 2 are higher compared to past normative BDI-II
scores taken in undergraduate populations. For example, Whisman and Richardson (2015)
assessed data they obtained from 15,233 college students drawn from 17 universities across the
United States. They found that women had a weighted mean of 9.14 (SD = 8.45) for the BDI-II.
However, other studies that examined the normalized mean of the BDI-II in undergraduate
samples have reported higher mean BDI-II scores, including Beck et al. (1996) who found a
mean of 12.56 (SD = 9.93) and Storch, Roberti, and Roth (2007) who found a mean of 11.03 (SD
= 8.17).
Aim 1 and 2 analyses
Model 1a: Cross-lagged panel model for the MSPSS Family subscale with depression
symptom severity. In this model, perceived support from family members measured at time
point 1 did not predict depression symptom severity at time point 2 (B = -.09,  = -.01, p = .820);
however, depression symptom severity at time point 1 predicted lower perceived family support
at time point 2 (B = -.04,  = -.29, p = .001). See full model in Figure 3 below.
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Figure 3. Cross-lagged panel model of depression symptoms and the MSPSS – Family support
scale. Note – Unstandardized estimates are listed for regression paths and standardized estimates
are listed in parentheses. *p < .05; **p < .01; ***p < .001.

Model 1b: Cross-lagged panel model for the MSPSS Friends subscale with depression
symptom severity. There were no significant cross-lagged paths for depression and perceived
social support from friends (p’s > .634).
Model 1c: Cross-lagged panel model for MSPSS Close Other subscale with depression
symptom severity. In this model, perceived social support from a close other measured at time
point 1 did not predict depression symptom severity at time point 2 (B = .46,  = .06, p = .289);
however, depression symptom severity at time point 1 predicted lower perceived social support
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from a close other at time point 2 (B = -.05,  = -.33, p < .001). See Figure 4 below for the full
model.

Figure 4. Cross-lagged panel model of depression symptoms and the MSPSS – Close Other
support scale. Note – Unstandardized estimates are listed for regression paths and standardized
estimates are listed in parentheses. *p < .05; **p < .01; ***p < .001.

Model 2a: Cross-lagged panel model for negative network orientation with depression
symptom severity. For the model that evaluated negative network orientation and depression,
the relationship between negative network orientation at time point 1 and depression at time
point two approached significance (B = .17,  = .11, p = .057), and the relationship between
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depression symptoms at time point 1 and negative network orientation at time point 2 was not
significant (B = -.02,  = -.04, p = .634). See Figure 5 below for the full path model.

Figure 5. Cross-lagged panel model of depression symptoms and negative network orientation. .
Note – Unstandardized estimates are listed for regression paths and standardized estimates are
listed in parentheses.

Convergent and exploratory analyses of the relationship of social support with depression
symptom severity using the SSA and the SS-B social support measures
Cross-lagged panel model for the SSA Family subscale with depression symptom
severity. For the depression symptom severity model, perceived support from family members
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measured at time point 1 did not predict depression symptom severity at time point 2 (B = < -.01,
 = < -.01, p = .975); however, depression symptom severity at time point 1 predicted lower
perceived support from family members at time point 2 (B = .09,  = .25, p = .013). See Figure 6
below for the full path model.

Figure 6. Cross-lagged panel model of depression symptoms and the SSA – Family Support scale.
Note – Unstandardized estimates are listed for regression paths and standardized estimates are
listed in parentheses. *p < .05; **p < .01; ***p < .001.
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Cross-lagged panel model for SSA Friends subscale with depression symptom severity.
There were no significant cross-lagged paths for depression symptom severity with the SSA
Friends subscale (p’s > .19).
Cross-lagged panel model for SSA-Others Subscale with depression symptom
severity. Perceived support from other people (in general) measured at time point 1 did not
predict depression symptom severity at time point 2 (B = .06,  = .04, p = .570); however,
depression symptom severity at time point 1 predicted lower perceived support from other
people at time point 2 (B = .15,  = .37, p < .001). See Figure 7 for the full path model.

Figure 7. Cross-lagged panel model of depression symptoms and the SSA – Others (in general)
scale. Note – Unstandardized estimates are listed for regression paths and standardized estimates
are listed in parentheses. *p < .05; **p < .01; ***p < .001.
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Models for Aim 1 and 2 with Other traumatic events covariate
All of the models above were run with the total number of interpersonal traumas over the
age of 18 included or the total number of non-interpersonal traumas (e.g., motor vehicle accident
[MVA]) included. The results did not change with the inclusion of the traumatic events covariate
(i.e., there were no changes in significance), so the models including the covariate were not
reported.
Cross-lagged panel models for the SS-B family and friends perceived availability of social
support subscale with depression symptom severity.
None of the cross-lagged paths were significant for any of the SS-B scales (e.g.,
emotional, socializing, practical, financial, or advice/guidance support) for either family or friend
support (see Table 4 for results of the cross-lagged paths for all SSB models
Table 4.
Cross-lagged panel models for SSB friends and family subscales with depression symptom
severity.
Family support
Type of support
Depression predicting
Social support
social support
predicting depression
Emotional support
B = -.03,  = -.03, p = .700
B = .03,  = .03, p = .633
Socializing support
B = -.07,  = -.10, p = .198
B = .02,  = .02, p = .768
Practical support
B = -.04,  = -.05, p = .458
B = .01,  = .01, p = .858
Financial support
B = -.06,  = -.07, p = .242
B = -.05,  = -.04, p = .592
Advice/guidance support
B = -.09,  = -.07, p = .328
B = .01,  = .01, p = .807
Friend support
Emotional support
B = .07,  = .08, p = .389
B = -.01,  = -.01, p = .844
Socializing support
B = .03,  = .04, p = .556
B = .04,  = .02, p = .708
Practical support
B = .01,  = .01, p = .830
B = .04,  = .03, p = .605
Financial support
B = -.01,  = -.02, p = .740
B = -.02,  = -.01, p = .826
Advice/guidance support
B = .04,  = .04, p = .580
B = .01,  = .01, p = .842
Note: Table includes only the cross-lagged paths for all SSB subscales and depression symptom
severity models
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Aim 3 analyses
Relationship between the overall severity of childhood maltreatment and the study
outcomes at time point 1. The CTQ-SF total score had significant correlations in the expected
directions with all of the study variables except for the Duration of maltreatment and the MSPSS
Close Other and the MSPSS-Friends scale scores (see Table 5 below).
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Table 5.
Inter-correlations, means, and standard deviations for perceived social support, negative network orientation, depression symptom severity,
and childhood maltreatment variables at Time 1.
Variables
1
2
3
4
5
6
7
8
9
10
11
12
M
SD
1. BDI
15.26 10.71
2.NNO
.46***
45.66
3.MSfam
-.42*** -.49*** 5.16
4.MSfri
-.28**
-.57*** .56*** 5.51
5.MSclo
-.21*
-.31**
.48*** .40*** 5.76
6.CTQtot
.36***
.37*** -.52*** -.13
-.07
37.07
7.Perptot
.33
.25**
-.11
-.14
-.09
.66*** 1.38
8.Dura
.12
.05
-.11
.07
-.07
.28
.49*** 82.56
9.CSA
.01
-.09
-.08
-.01
.06
.54*** .30**
-.23
6.99
10.CPA
.26**
.27**
-.31*** -.24**
-.04
.62*** .50*** .33*
-.14 4.51
11.CEA
.36***
.31*** -.44*** -.10
-.10
.79*** .49*** .33*
-.13 .58*** 9.69
12.CEN
.39***
.44*** -.67*** -.27**
-.19*
.77*** .45*** .35*
-.10 .51*** .65*** 9.02
13.CPN
.30**
.38*** -.43*** -.31*** -.26** .73*** .47*** .41** -.07 .52*** .61*** .66*** 6.85
Note: BDI – Depression symptom severity score at Time 1; NNO – Negative Network Orientation scores at Time 1; MSfam –
MSPSS Family Support at Time 1; MSfri – MSPSS Friend Support at Time 1; MSclo – MSPSS Close Other Support at Time 1;
CTQtot – CTQ-SF total score; Perptot – Total number of child maltreatment perpetrators; Dura – Duration of child maltreatment;
CSA – Childhood sexual abuse; CPA – Childhood physical abuse; CEA – Childhood emotional abuse; CEN – Childhood emotional
neglect; CPN – Childhood physical neglect. *p < .05; **p < .01; ***p < .001.
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6.93
1.60
1.26
1.32
11.23
0.76
86.79
4.58
1.17
3.94
3.69
2.87

The significant correlations between the CTQ-SF total score and the other variables ranged from
.36 (Depression symptoms) to .66 (Total Number of Perpetrators). The duration of abuse only
showed a significant positive relationship with the total number of perpetrators (r = .49) and all
of the types of CM (r's ranging from .33 to .50). The total number of perpetrators was
significantly related to NNO (r = .25) and all of the types of CM (r’s ranging from .30 to .50).
Cumulative effects of childhood maltreatment measured by the CTQ-SF on the
model variables at time point 1. Univariate ANOVAs were run to determine differences in the
main study variables (measured at time point 1) based on the total number of types of childhood
maltreatment that participants endorsed. The variable for the total number of types of childhood
maltreatment endorsed at or above the minimal threshold on the CTQ-SF was coded (1 to 5).
For the model that had depression symptom severity as the outcome, the overall model was
significant (F[4,119] = 4.42, p = .002, R2 = .13). Based on post-hoc comparisons using the Tukey
HSD, participants who experienced one type of maltreatment had significantly lower depression
scores compared to those who experienced three and five types of maltreatment (p’s < .05).
Participants who experienced two types of maltreatment had significantly lower mean depression
scores compared to participants who endorsed five types of maltreatment (p < .05). Mean
depression scores based on the number of types of maltreatment that participants experienced at
least at the minimal level are shown in Figure 8.
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Depression scores by Number of CM types on the
CTQ-SF
Mean Depression scores
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Figure 8. Mean depression scores based the number of types of CM endorsed.

For the model with the MSPSS Family subscale as the outcome, the overall model was
significant (F[4,119] = 10.38, p < .001, R2 = .32). Based on post-hoc comparisons using the
Tukey HSD, participants who experienced one or two types of maltreatment had higher
perceived family support compared to participants who experienced three, four, or five types of
maltreatment. (p’s < .05). Mean perceived social support from family scores based on the
number of types of maltreatment that participants experienced at least at the minimal level are
shown in Figure 9.
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Figure 9. Mean perceived family support based on the number of types of CM endorsed.

For the model with MSPSS-Friends as the outcome, the overall model was significant
(F(4,119) = 3.30, p = .013, R2 = .10). Based on post-hoc comparisons using the Tukey HSD,
participants who experienced one or two types of maltreatment had significantly higher
perceived support from friends compared to those who experienced five types of maltreatment.
Mean perceived social support from friends scores based on the number of types of maltreatment
that participants experienced at least at the minimal level are shown in Figure 10.
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Figure 10. Mean perceived friend support based on the number of types of CM endorsed.

For the model with MSPSS-Close Other as the outcome, the overall model was not
significant (F[4, 119] = 1.39, p = .242, R2 = .01) and post-hoc comparisons were not assessed.
For the NOS model, the overall model was significant (F([4,119] = 4.58, p = .002, R2 =
.13). Based on post-hoc comparisons using the Tukey HSD, participants who experienced one or
two types of maltreatment had significantly lower negative network orientation than participants
who experienced five types of maltreatment (p’s < .05). Mean NNO scores based on the number
of types of maltreatment that participants experienced at least at the minimal level are shown in
Figure 11.
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Figure 11. Mean negative network orientation based on the number of types of CM endorsed.

Convergent analyses of the relationship of the total number of types of CM endorsed with the
study variables using the JVQ child maltreatment scale
Univariate ANOVAs were conducted to determine differences in the main study
variables (measured at time point 1) based on the total number of types of childhood
maltreatment that participants endorsed on the JVQ. The variable for the total number of types of
childhood maltreatment endorsed at or above the minimal threshold was coded (0 to 4). For the
model that had depression symptom severity as the outcome, the overall model was significant
(F[4,119] = 3.78, p = .006, R2 = .11). Based on post-hoc comparisons using the Tukey HSD,
participants who experienced no types of maltreatment had significantly lower depression scores
compared to those who experienced three types of maltreatment (p = .030). Mean depression
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scores based on the number of types of maltreatment that participants experienced are shown in
Figure 13.

Depression scores by number of CM types on the
JVQ-R2
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Figure 12. Mean depression scores based the number of types of CM endorsed.
For the model with the MSPSS Family subscale as the outcome, the overall model was
significant (F[4,119] = 7.08, p < .001, R2 = .19). Based on post-hoc comparisons using the
Tukey HSD, participants who experienced zero types of maltreatment had higher perceived
family support compared to participants who experienced three or four types of maltreatment.
(p’s < .01). Mean perceived social support from family scores based on the number of types of
maltreatment that participants experienced are shown in Figure 13.
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Figure 13. Mean perceived family support based on the number of types of CM endorsed.
For the model with MSPSS-Friends as the outcomes, the overall models was not
significant (F[4, 119] = 1.88, p = .119, R2 = .06). The model with MSPSS-Close Other as the
outcome also was not significant (F[4, 119] = .29, p = .886, R2 = .01). As such, no post-hoc
comparisons were assessed for these models.
For the NOS model, the overall model was significant (F([4,119] = 3.52, p = .009, R2 =
.11). Based on post-hoc comparisons using the Tukey HSD, participants who experienced zero
types of maltreatment had significantly lower negative network orientation than participants who
experienced three types of maltreatment (p < .01). Mean NNO scores based on the number of
types of maltreatment that participants experienced are shown in Figure 14.
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Figure 14. Mean negative network orientation based on the number of types of CM endorsed.
Discussion
The first two aims of this study evaluated the relationship between different sources and
types of perceived social support and negative attitudes about using social support with
depression over a relatively short period (1 month). The third aim of this study evaluated the
relationships among the severity of childhood maltreatment (conceptualized in several different
ways), with the variables assessed in aims 1 and 2.
Study findings by Aim
Aim 1: Cross-lagged panel models for the relationship between perceived social
support and depression symptom severity. Findings for the first aim of the report showed that
depression had a significant negative relationship with subsequent perceived social support from
family members and others (conceptualized as either an unspecified close other or others in
general) that was measured one month later. Support from family and others did not have a
significant relationship with subsequent depression in any of the models. Also, there were no
significant relationships between perceived social support from friends and depression.
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Substituting the perceived social support from family, friends, and others (in general) measured
by the SSA scale produced similar results, providing convergent findings for these relationships
across the MSPSS and SSA scales. There were no significant cross-lagged relationships between
depression symptom severity and specific types of perceived social support (e.g., emotional,
socializing, financial, practical, or advice/guidance support) from either family or friends.
Aim 2: Cross-lagged panel model for the relationships between negative network
orientation and depression symptom severity. There were no significant longitudinal
relationships between depression and negative network orientation.
All of the cross-lagged panel models in Aims 1 and 2 were run with and without stressful
life events, the total number of interpersonal traumas experienced over the age of 18, and the
total number of non-interpersonal traumas as covariate predictors of the time point 2 outcomes,
and the results were the same whether or not the models included these covariates. Only the
stressful life events covariate was included in the final models as this has been used in past
studies focused on the sequelae of child maltreatment (e.g., Vranceanu et al., 2007). Removing
the traumatic events covariates also led to a more parsimonious model.
Aim 3: The associations of the severity of child maltreatment with depression,
perceived social support, and negative network orientation. The severity of childhood
maltreatment, conceptualized in several different ways, was correlated to the study variables
examined in Aim 1 and Aim 2 at time point 1. The CTQ-SF total score was correlated to lower
perceptions of available social support from both family and friends, but not from support from a
close other. The duration of abuse was not related to perceptions of social support, negative
attitudes about using social support, or depression. The total number of perpetrators of
maltreatment was only related to greater negative attitudes about using social support.
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To examine the cumulative effect of child maltreatment, the total number of types of
child maltreatment endorsed on the CTQ-SF and the JVQ-R2 were used as predictors of the
model variables evaluated in Aim 1 and Aim 2 at time point 1. With CTQ-SF as the predictor,
the severity of depression scores generally increased as the number of types of maltreatment
increased from 1 to 5 types, except for a non-significant decrease in depression scores for
participants who experienced four types of maltreatment, compared to three types of
maltreatment. Post-hoc comparisons also showed that participants who experienced five types of
maltreatment had significantly higher depression scores, compared to participants who
experienced two types of maltreatment. The perceptions of family support continuously
decreased as the number of types of maltreatment increased from one to five, supporting a
negative cumulative effect of child maltreatment on perceptions of family support. Perceptions
of family support were significantly lower for participants who experienced three, four, or five
types of maltreatment, compared to participants who experienced one or two types of
maltreatment. The perceptions of friend support continuously decreased as the number of types
of maltreatment increased, except for a non-significant increase in perceived friend support for
participants who experienced four types of maltreatment, compared to three types of
maltreatment. Perceptions of friend support were significantly lower for participants who
experienced five types of child maltreatment, compared to one or two types of maltreatment,
again supporting a cumulative effect of child maltreatment. There was not a significant
relationship between the number of types of child maltreatment experienced and perceptions of
social support from a close other, indicating that there was no cumulative effect of the number of
types of maltreatment endorsed on this domain of perceived support. For negative network
orientation, negative attitudes about using social support continuously increased as the number of
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types of maltreatment increased, except for a non-significant decrease in negative attitudes about
using social support for participants who experienced four types of maltreatment, compared to
three types of maltreatment. NNO was significantly higher for participants who experienced five
types of child maltreatment, compared to one or two types of maltreatment.
Substituting the JVQ-R2 for the CTQ-SF provided some convergent findings. The
severity of depression scores generally increased as the number of types of maltreatment
increased from 0 to 4, with a non-significant decrease for individuals who experienced four
versus three types of maltreatment. Post-hoc comparisons also showed that participants who
experienced three types of maltreatment had significantly higher depression scores, compared to
participants who experienced three types of maltreatment. The perceptions of family support
decreased as the number of types of maltreatment increased from zero to four, with a nonsignificant increase in social support for participants who experienced three versus two types of
maltreatment. There was not a significant relationship between the number of types of child
maltreatment experienced and perceptions of social support from friends or from a close other,
indicating that there was no cumulative effect of the total number of types of maltreatment
endorsed (as measured by the JVQ-R2) on these domains of perceived support. For negative
network orientation, negative attitudes about using social support continuously increased as the
number of types of maltreatment increased, except for a non-significant decrease in negative
attitudes about using social support for participants who experienced four types of maltreatment,
compared to three types of maltreatment. NNO was significantly higher for participants who
experienced three types of child maltreatment, compared to zero types of maltreatment.
Implications of the study findings
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Prospective relationship between perceived social support and negative attitudes
about using social support with depression symptom severity. The findings for Aim 1
supported the negative prospective relationship of depression symptom severity with perceptions
of support from specific domains of support; however, the findings did not support any
relationship between specific domains of social support and subsequent depression symptoms.
These findings are somewhat surprising based on the past literature that has supported the direct
promotive effect of social support on depression following in adults with histories of child
maltreatment (see Wright & Folger, 2017 for review). Most of this past literature was crosssectional though, which only permitted the examination of one hypothesized direction of effects.
For understanding the findings between perceptions of support, negative attitudes about using
social support, and depression symptoms, it is important to examine the potential contributions
of depression symptoms as well as characteristics of the trauma population being studied. For
family support, symptoms of depression may have eroded social support from family as the
person’s use of negative self-statements, complaints, repeatedly seeking reassurance could have
disrupted this relationship (Joiner, 2002). Additionally, perceptions of family support in the
current sample were negatively related to cumulative history of child maltreatment (i.e., Aim 3).
After a history of child maltreatment, potentially perpetrated by a family member, it may have
been easier for the interpersonal behaviors of the depressed person to negatively affect family
support, as this resource was already tenuous. This finding is especially telling as past research in
adolescents and emerging adults that used longitudinal designs have found promotive effects for
parental social support, but did not support a deleterious effect of depression on subsequent
family support (Pettit et al., 2011; Stice et al., 2004). It should be noted though that these past
longitudinal studies did not use samples of participants selected because they had a history of

70

child maltreatment. Comparing the past findings to the current findings, it appears that family
support showed different associations in this study sample. This difference may have stemmed
from the effects of the maltreatment on perceptions of social support from a resource that could
have caused the maltreatment or that did not provide sufficient support following the
maltreatment, and as a result, never became a reliable source of support for these women.
The findings for the longitudinal relationships between depression and perceived social
support from a close other or others (in general) were similar to the results for perceived social
support from family. However, there were differences in the effects of cumulative child
maltreatment with perceived support from a close other, compared to perceptions of perceived
family support. Whereas maltreatment severity appeared to have a cumulative negative effect on
perceptions of family support (across two measures of child maltreatment), there was no
relationship between child maltreatment severity and perceptions of support from a close other.
This may indicate that regardless of maltreatment severity, depression has a negative relationship
with perceptions of support from both a close other and others in general in emerging adults.
Based on these findings, the short-term negative prospective effect of depression appeared to be
broad in emerging adult women college students who had a history of child maltreatment. At the
same time, the negative effects of depression did not extend to perceptions of friend support,
which appeared to indicate that there were some parameters around the relationships between the
domains of social support and depression in this emerging adult women college student sample,
at least in the short-term.
Like the findings for the other domains of support, the findings for friend support did not
evidence a promotive effect on depression symptoms in the short term; however, unlike the other
models, there was not a significant effect of depression symptoms on subsequent friend support,
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which appears to indicate that depression symptoms do not have as strong of an effect on friend
support in the short-term in this sample of emerging adult women college students. Reasons for
these non-significant findings may in part be due to the developmental period of the participants:
emerging adulthood. As this transitional period is one where young adults tend to rely more on
friend support as opposed to family support, friend support may be a more prevalent form of
social support and be less likely to be affected by depression symptoms. At the same time, the
non-significant reverse relationship (friend support predicting subsequent depression) does not
agree with what would be expected with this emerging adult women college student sample
where friend support has been hypothesized to be particularly beneficial (Arnett, 2000).
Alternatively, these non-significant relationships may simply be a part of the dynamic interplay
between mental health symptoms and social support exemplified in past research (Kaniasty &
Norris, 2008), such that over the specific time frame used in this study, the relationships are not
as strong for depression symptom severity and friend support.
The cross-lagged panel model that examined negative network orientation and depression
did not show any significant cross-lagged paths. This finding could have occurred due to the onemonth time frame chosen for this study; this interval may not have been long enough to capture
the contributions that depression and negative network orientation have on each other. In
considering this finding, it is important to acknowledge that negative network orientation may be
a more stable construct, compared to perceptions of available social support. The NNO construct
is conceptualized as attitudes about using social support that may have been held since childhood
(Tolsdorf, 1976), whereas perceptions of social support may change more readily based on the
perceived availability of social support or the opportunity for utilizing social support. That being
said, the relationship between negative network orientation and subsequent symptoms of
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depression did approach significance (p = .057). Based on the non-significant effect, the author
cannot make clear conclusions about any prospective relationships between negative network
orientation and depression. However, as childhood maltreatment severity did evidence a negative
cumulative effect on negative network orientation (across both the CTQ-SF and JVQ-R2), this
may be evidence for the importance of the NNO construct in emerging adult women college
students who have a history of child maltreatment. Still though, negative attitudes about using
social support did not appear to be as relevant for depression during this short timeframe,
compared to specific domains of perceived social support.
Finally, specific forms of social support (e.g., emotional, practical, tangible, financial, or
advice/guidance) from friends or family did not appear to be relevant for depression in this
sample of emerging adult women college students who had histories of child maltreatment. This
finding may indicate that the relationship between depression and perceptions of support more
broadly is most relevant for this population.
Implications for the effects of childhood maltreatment severity. The findings between
child maltreatment severity with the study variables (perceived support from family, friends, or a
close other, negative network orientation, and depression) provided support for the cumulative or
graded effect of maltreatment on several but not all of these variables. There also were
differences in the cumulative effect of child maltreatment on the study variables. There was
evidence of a cumulative negative effect of maltreatment on depression symptom severity across
the CTQ-SF and JVQ-R2, with support for the highest depression symptom severity in
individuals with a higher severity of childhood maltreatment. This finding provides some support
for the dose-response effect of child maltreatment on adult depression symptoms.
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The strongest cumulative negative effect of maltreatment (measured with both the CTQSF and the JVQ-R2) was on perceptions of family support. There may be a number of reasons
for this finding. First, a family member may have perpetrated the maltreatment and as a result,
the emerging adult may have formed an overall negative perspective of her family as a source of
social support. This interpretation fits with past research from Jonzon and Lindblad (2004) which
showed that following abuse where the perpetrator was a family member, contact with the
perpetrator was often stopped completely (55%); for women with histories of severe abuse, the
woman was more likely to have no contact with a part or with the whole family, compared to
women who were less severely abused (54% versus 12%). It is also possible that the woman did
not receive sufficient support or received negative reactions from her other family members
following maltreatment (e.g., not believing her claim of maltreatment, blaming her for the
maltreatment), which decreased her perceptions of support from family members. Additionally,
if the perpetrator was from outside of the family, her family’s negative reactions to the woman’s
disclosure of maltreatment could have negatively affected her perceptions of support from this
domain. Whether the perpetrator was a member of the family or not, it is possible that as the
maltreatment went on, the family members’ disbelief or avoidance of the woman’s claims
intensified, because the family members believed they had to take the perpetrator’s side for their
own safety, or struggled with how to manage their divided loyalties to the perpetrator and victim
(Jonzon & Lindblad, 2004). The result of this could be the emerging adult’s low perceived
support from her family.
There was some evidence of a cumulative negative effect of maltreatment on perceived
support from friends based on analyses that used the CTQ-SF, although this was not as graded of
an effect compared to perceptions of family support. The findings for friend support may stem
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from maltreatment survivors not believing they were supported by friends, even when support
was available or given and greater maltreatment severity strengthened these negative
perceptions. It is also possible that women with a history of childhood maltreatment, particularly
more severe maltreatment, may have greater difficulty with trusting interpersonal resources
(Cicchetti & Toth, 2013), which could have negatively affected the woman’s perceptions of
support from friends. Unlike family and friends support, there was no effect of maltreatment
severity on perceived support from a close other.
There was a cumulative or graded effect of childhood maltreatment on negative network
orientation, but this effect was not as strong as the effect for maltreatment on perceptions of
family support across the CTQ-SF and JVQ-R2 measures. Negative network orientation has been
theorized to develop in childhood (Tolsdorf, 1976), and following child maltreatment, especially
more severe maltreatment, these negative attitudes appeared to be particularly strong. This doseresponse effect indicated that the greater amount of childhood maltreatment the woman
experienced, the stronger her negative attitudes were about using potential social support.
Summary of Implications
Taken together, Aims 1, 2, and 3 indicated that depression and child maltreatment
severity had the most consistent negative relationship to perceived social support from family.
First, over the short term (1 month), depression had a negative effect on perceptions of social
support from family, and in a cross-sectional analysis family support showed the strongest
negative dose-response effect of child maltreatment severity. It appears that perceptions of
family support were the most consistently relevant domain of social support in this sample of
emerging adult women college students who had a history of child maltreatment. Findings for
perceived support from a close other or friends had less consistent results. First, a close other or
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others in general both showed a negative prospective relationship with depression symptoms;
however, they did not show a cross-sectional dose-response effect when assessed with child
maltreatment severity. These disparate findings may indicate that perceptions of support from
this domain are affected by depression symptoms, regardless of the severity of child
maltreatment. The opposite findings were noted for perceptions of friend support. Results did not
find a prospective relationship between depression and perceived support from friends; however,
there was some dose-response effect of child maltreatment severity for one of the measures of
maltreatment severity. The findings for perceived support from friends evidenced that although
support from friends was not affected by depression over the short-term, there still was some
negative effect of child maltreatment severity on this domain of social support.
Comparison to the prior literature
Aim 1: Cross-lagged panel models for the relationship between perceived social support
and depression symptom severity. The findings in the current study for the cross-lagged panel
analyses between different forms of social support and depression are inconsistent with past
research that has supported the promotive (compensatory) effect of different domains of social
support on mental health outcomes in adult survivors of childhood maltreatment (see Wright &
Folger, 2017 for review). However, only a handful of the past studies have assessed these
relationships longitudinally (e.g., Salazar et al., 2011; Shenk et al., 2017; Sperry & Widom,
2013). Also, the findings of the current study showing that depression was associated
prospectively with decreases in the perceptions of social support from family and others (both a
close other and others [in general]) is consistent with longitudinal research in other populations
including victimized adolescents and adult survivors of a natural disaster (Burke, Sticca, &
Perren, 2017; Kaniasty & Norris, 2008), as well as adolescents who did not have a history of
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child maltreatment (Stice et al., 2004). The finding that depression symptoms were associated
prospectively with decreases in the perceptions of social support from a close other and others
(in general) is inconsistent with one past study (Shenk et al., 2017) that used a cross-lagged panel
analysis to longitudinally assess the relationship between perceived support from others and
depression in mothers who had a history of child maltreatment. Shenk and colleagues (2017)
found that perceptions of support from others prospectively predicted depression severity, but the
reverse relationship was not significant. Although the findings for this past study were not
consistent with the current findings, it is important to acknowledge that methodological
differences may be relevant. Shenk and colleagues (2017) assessed participants at baseline and
9-months later, instead of the 1-month timeframe that the current study used and this difference
in time length may be responsible for the different results. The sample used in the Shenk et al.
(2017) study was composed of first-time mothers who were 16 to 42 years old, compared to the
18 to 25 age range of the women college students in the current sample. These differences may
have contributed to the differences in the findings between the studies. Past research with
childhood maltreatment survivors has largely focused on the effect of support from friends or
family on symptoms of depression (e.g., Salazar et al., 2011; Sperry & Widom, 2013), and the
current findings provide support for the effect of depression symptoms on other less specific
domains of support (i.e., support from a close other or others [in general]) over a relatively short
timeframe in an emerging adult sample of women college students who had a history of child
maltreatment.
Another reason that previous longitudinal research has supported the promotive effect or
the bidirectional effect of social support with mental health outcomes may be because those
studies examined this relationship over years or decades (e.g., Sperry & Widom, 2013).
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Kaniasty and Norris (2008) discuss the relationship between social support and mental health
outcomes as dynamic and changing based on the length of assessment. It may be that the time
frame of the current study (one month) was not long enough to capture either the effects of
perceptions of social support on depression or bidirectional effects. The current study though
does complement past work that examined the effects of child maltreatment over an extended
time frame (e.g., Sperry & Widom, 2013) by expounding further on the prospective effects of
social support and depression in survivors of child maltreatment. Furthermore, the current study
was able to better control for effects that studies conducted over a much longer time frame could
not (e.g., stressful life events, maturational effects).
Aim 2: Cross-lagged panel model for the relationships between negative network
orientation and depression symptom severity. Although the past literature on the relationship
between negative network orientation and depression is scant, one study by Gruen et al. (1994)
did support that negative network orientation predicted depression status across several samples.
This study though did not assess the relationship longitudinally. Looking to other past research
on NNO in trauma populations, Clapp and Beck (2009) supported NNO as a mediator of the
relationship between PTSD symptom severity and perceptions of social support, and thus, NNO
may be better assessed as a mediator of changes in perceptions of social support following
trauma. Future longitudinal research should continue to investigate the particular role of negative
attitudes about using social support, as an understanding of the role of this construct is still
unclear. For example, it may be that negative attitudes about using social support are more
consistent over time (compared to perceptions of social support), so future longitudinal research
should examine the effect of negative network orientation by examining changes in this construct
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over a longer time period. This research could aid in understanding how changes in negative
network orientation may relate to social support or mental health outcomes.
Aim 3: Childhood maltreatment severity on the study outcomes. The significant
relationship between greater overall childhood maltreatment severity with greater depression
symptom severity and negative network orientation is consistent with past research (e.g., Gibson
& Hartshorne, 1996; Liu, 2017; Sperry & Widom, 2013). The significant negative relationship
between greater childhood maltreatment and lower perceptions of social support from family and
friends is also consistent with past research (e.g., Sperry & Widom, 2013). The findings for the
relationship between the two other hypothesized indicators of maltreatment severity (duration of
maltreatment, total number of maltreatment perpetrators) were less consistent than what might be
expected based on past research (Gibson & Hartshorne, 1996; Vranceanu et al., 2007). The
relationship between the total number of perpetrators and greater negative network orientation
was consistent with past research (e.g., Gibson & Hartshorne, 1996). There were no other
significant relationships between either the duration of maltreatment or the total number of
perpetrators with the social support variables and depression severity. It should be noted that the
majority of participants did not identify a perpetrator (n = 68) and did not report on the duration
of maltreatment (n = 74). Thus, missing data may have masked the true relationship between
these indicators of maltreatment severity and the model variables that has been shown in past
research (Gibson & Hartshorne, 1996).
Aim 3: Cumulative effects of child maltreatment. The graded or cumulative effect of
the total types of maltreatment on depression is consistent with past research (e.g., Chapman et
al., 2004; Edwards, Holden, Felitti, & Anda, 2003). The current research also extends the
literature by providing evidence of the cumulative negative effect of childhood maltreatment on
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specific domains of social support (e.g., family and friend support). The cumulative negative
effect of child maltreatment on negative network orientation is in line with past research (Gibson
& Hartshorne, 1996). The null findings for the total types of maltreatment predicting perceived
support from a close other was not expected, but this relationship has not received prior research
so there is no background literature for this finding. However, past literature has hypothesized
the particular relevance of the close other domain of support in comparison to the more general
domains of friends and family support (Woodward et al., 2015), but further research is still
needed on this domain of social support.
Study Limitations
Limitations of the current study include that participants all identified as female and as
such, the findings may not generalize to samples who identify as a different gender. Also, the
study questions did not use language to identify if the participant’s birth gender was female.
Future research should examine the relationships assessed in this study with male and
transgender emerging adults to extend this literature. The current study did not assess where the
participants were living (i.e., at home, on campus) or if they were living with the perpetrator of
the child maltreatment. It will be relevant for future studies to include these questions when
examining participants with a history of child maltreatment, as continuing to live with the
perpetrator could affect outcomes. Another limitation is the significant missing data on the
measure that identified the duration of maltreatment and the total number of perpetrators (i.e., the
CAMI). It is possible that time elapsed since the most recent incident of maltreatment, which
also would have been captured by the duration of maltreatment variable, could have affected the
outcomes. Past research has noted the relevance of time since the trauma for the relationship
between mental health outcomes and perceptions of social support (Kaniasty & Norris, 1993,
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2008). Overall, having more complete data could allow for greater understanding of the effects
of indicators of maltreatment severity. A further limitation is that the findings are based on a
sample of emerging adult college women and the findings from this high functioning sample
may not generalize to samples of treatment-seeking adults, older adults, or survivors of other
traumatic events. Finally, the removal of the item on the CTQ-SF physical abuse subscale that
referred to physical punishment (i.e., “I was punished with a belt, a board, a cord, or some other
hard object.”) may have been the reason for the very poor internal consistency of this subscale.
Even though the decision to remove the item was an empirically- and theoretically-driven
decision based on past research conducted in the region where the data were collected (Thombs
et al., 2006), removing the item may have been the reason that the CPA subscale had such low
internal consistency and should be noted as a limitation.
Clinical implications
Clinically, the findings point to the negative effect that depression has on perceptions of
social support across several domains. It may be important for therapists working with young
adults who have experienced child maltreatment to realize that helping alleviate symptoms of
depression may also help to strengthen the trauma survivor’s perceptions about interpersonal
resources. At the same time, for young adults who have a history of child maltreatment where the
perpetrator was a family member, it may be beneficial to help the survivor to manage necessary
interactions with the family member as well as to foster new support resources. It is likely that
the survivor will have a continued relationship with her family (e.g., Courtney et al., 2011;
Jonzon & Lindblad, 2004), so helping the survivor to handle these interactions could be a
beneficial part of therapy. Jonzon & Lindblad (2004) found that following childhood sexual
abuse, a significant proportion of woman adult survivors had continued contact with at least
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some of the members of their biological family. At the same time, the same past work found that
adults with histories of severe childhood sexual abuse completely discontinued contact with their
biological family 55% of the time (Jonzon & Lindblad, 2004). The discontinuation of contact
may create a large gap in the woman’s social support system. But possibly, clinicians working
with young adult women who have a history of childhood maltreatment may have a discussion
with the survivor concerning if any family members could still be sources of support. The goal of
this discussion being to improve the protective factors for the young adult.
Depression does not appear to negatively contribute to perceptions of friend support, and
based on this, turning to friends may be easier for emerging adult women college students if they
are depressed. At the same time, greater cumulative child maltreatment may still be related to
lower perceptions of available friend support (see results of Aim 3), so understanding what the
individual’s perceptions of their friend support, and not just assuming they have this support,
could be a wise first step as it could help the clinician to have a stronger understanding of the
relevance the woman puts in this domain. This information could help the clinician know
whether helping the client assess her beliefs about available friend support or finding and
strengthening other sources of support could be the most beneficial.
Future directions
Future research should increase the length of time assessed in the cross-lagged panel
model to further evaluate the dynamic association between social support and mental health
outcomes in emerging adults who have a history of childhood maltreatment. Expanding the
length of time assessed could also allow for more waves of measurement to better investigate the
dynamic interplay of social support and mental health outcomes. Future work could take a more
fine-grained approach to understanding the relationships between aspects of social support and
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mental health outcomes following childhood maltreatment. For example, ecological momentary
assessment (EMA) is one approach to demonstrate daily changes both in mental health
symptoms and social support and there has been some recent research that supported using this
fine-grained approach for refining the understanding of these relationships (Dworkin, Ullman, et
al. 2018). Future work should also expand on the current findings by assessing other types of
childhood trauma (e.g., witnessing domestic violence) to deepen the understanding of the effect
of these stressful life events. This work could further the understanding of adverse childhood
events on mental health and interpersonal outcomes. Future studies should also investigate the
role of particular forms of negative post-trauma beliefs or negative self-focused emotions (e.g.,
shame) in affecting social support or attitudes about using social support in adult survivors of
child maltreatment. Past cross-sectional research has supported the effect of these factors in adult
survivors of child abuse (e.g., Dodson & Beck, 2017; Dodson & Beck, 2019), and further study,
particularly longitudinal research, can strengthen this area of study.
Conclusions
The current report furthers the literature on the dynamic interplay between different
domains of social support and depression in emerging adult college women who have a history
of childhood maltreatment. This report also furthers the research on the cumulative effect of
childhood maltreatment on interpersonal processes and depression. The results point to the
negative prospective effect of depression on perceptions of social support from family and
others. Across the analyses, perceptions of family support evidenced the most consistent effect,
with depression symptom severity showing a negative prospective association to perceptions of
family support in the cross-lagged panel analyses, and cumulative childhood maltreatment had
the most consistent negative dose-response effect on perceptions of support from family,
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compared to perceptions of support from friends, or a close other, negative network orientation
and depression symptoms. Depression severity also contributed negatively to perceptions of
support from a close other and others in general with a similar overall effect size, but the
cumulative effect of child maltreatment (measured several different ways) had no relationship
with perceptions of support from a close other. Perceptions of friend support had no prospective
relationship with depression, but it was related to childhood maltreatment severity, in that it was
related to overall maltreatment severity, individual types of maltreatment, and there was a
cumulative negative effect of child maltreatment on perceptions of friend support. However, the
cumulative effect of child maltreatment was not as graded for perceptions of friend support,
compared to perceptions of family support. Overall, these findings point to the broad negative
effect of child maltreatment on mental health and interpersonal processes in emerging adult
college student women, while also highlighting particular domains of social support that may be
most affected following child maltreatment. This work can inform the growing understanding of
the relationship between social support and mental health outcomes following traumatic events.
Particularly, this study provides a well-controlled examination of this relationship by using
validated measures of different facets of social support and depression as well as accounting for
additional life stressors that occurred during the span of the study. Overall, the current findings
contributed to the understanding of the short-term effects of depression on specific domains of
social support in a population that is undergoing significant life transition. Additionally, the
findings also increase the understanding of the effects of child maltreatment on depression and
facets of social support in emerging adult college women
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Appendix
Non-copyrighted measures
JVQ-R2
Next, we are going to ask about grown-ups who take care of you. This means parents,
babysitters, adults who live with you, or others who watch you. Before we begin, I want to
remind you that your answers will be kept totally private. If there is a particular question that you
don't want to answer, that's O.K. But it is important that you be as honest as you can, so that we
can get a better idea of the kinds of things that people your age sometimes face.
1. Not including spanking on your bottom, during your childhood did a grown-up in your life hit
you?
Yes ......................................... 1
No .......................................... 0
2. When you were a child, did you get scared or feel really bad because grown-ups called you
names, said mean things to you, or said they didn’t want you?
Yes ......................................... 1
No .......................................... 0
3. When someone is neglected, it means that grown-ups didn’t take care of them the way they
should have. They might not get them enough food, take them to the doctor when they are sick,
or make sure they have a safe place to stay. During your childhood, were you neglected?
Yes ......................................... 1
No .......................................... 0
4. Was there a time in your life that you often had to look after yourself because a parent drank
too much alcohol, took drugs, or wouldn’t get out of bed?
Yes ......................................... 1
No .......................................... 0
5. Was there a time in your life when you often had to go looking for a parent because the parent
left you alone, or with brothers and sisters, and you didn’t know where the parent was?
Yes ......................................... 1
No .......................................... 0
6. Was there a time in your life when your parents often had people over at the house who you
were afraid to be around?
Yes ......................................... 1
No .......................................... 0
7. When you were a child, did a grown-up you know touch your private parts when they
shouldn’t have or make you touch their private parts? Or did a grown-up you know force you to
have sex?
Yes ......................................... 1
No .......................................... 0
8. When you were a child, did a grown-up you did not know touch your private parts when they
shouldn’t have, make you touch their private parts or force you to have sex?
Yes ......................................... 1
No .......................................... 0
9. Now think about other kids, like from school, a boyfriend or girlfriend, or even a brother or
sister. When you were a child, did another child or teen make you do sexual things?
Yes ......................................... 1
No .......................................... 0
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10.When you were a child, did anyone try to force you to have sex; that is, sexual intercourse of
any kind, even if it didn’t happen?
Yes ......................................... 1
No .......................................... 0
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Demographics Questionnaire
1. AGE: ______
2. MARITAL/RELATIONSHIP STATUS:
_____ Single

_____ Co-Habiting (living with significant other)

_____ Separated

_____ Divorced

_____ Married

_____ Widowed

3. ETHNICITY: ______
_____ Caucasian

_____ African American

_____ Native American

_____ Hispanic

_____ Asian

_____ Other (specify) ____________________
4. YEAR IN COLLEGE:
_____ First Year

_____ Second Year

_____ Third Year

_____ Fourth Year

_____ Fifth Year

_____ Sixth Year or More

5. What is your major? __________________________
6. ESTIMATED TOTAL FAMILY INCOME:
_____ Below $10,000 _____ $10-$20,000

_____ $20,000-30,000

_____ $30,000-$40,000

_____ $40,000-$50,000

_____ $60,000-$70,000

_____ Over $70,000

_____ $50,000-$60,000

7.

Are you currently seeking treatment due to psychological issues? ______ Yes _______ No

8.

Are you currently on any medication due to a psychological problem? _____ Yes ______ No

9.

In addition to your studies, do you also work?
_____ Yes: how many hours/week? _____________
_____ No
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TEQ
Listed below are a series of traumatic life events that may have happened to you. Please read
each one carefully and mark only those that describe a significant event that happened in your
life.
Please mark an X in the appropriate column to show that the event either happened directly to
you, you saw the event happen, you learned about the event from someone else, or you saw the
event on TV. If you have not experienced this event, please mark the last column.
I experienced this event:
Directl
y

By
watching
it happen
to
someone
else

1. Natural Disaster (e.g., flood,
hurricane, earthquake)
2. Car accident
3. Plane crash
4. Drowning or near drowning
5. Machinery accident
6. Explosion
7. Home fire
8. Chemical Leak or exposure to
radiation
9. Warfare or combat
10. Sudden AND unexpected death
of someone close to you
11. Life threatening illness
12. Threatened with a weapon
13. Physical attack (kicked,
punched, beaten up) when you were
under age 18 by a non-family
member
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By
learning
about it
from
someone
else

By
watchin
g it on
TV

I DID
NOT
experience
this event

14. Physical attack (kicked,
punched, beaten up) when you were
under age 18 by a family member
15. Physical attack (kicked,
punched, beaten up) when you were
over age 18 by a non-family
member
16. Physical attack (kicked,
punched, beaten up) when you were
over age 18 by a family member
17. Seeing someone killed
18. Someone threatening to
seriously harm or kill you
19. Sexual abuse, sexual assault, or
rape when you were under age 18
20. Sexual abuse, sexual assault, or
rape when you were over age 18
21. Emotional abuse from a
romantic partner
22. Sexual abuse from a romantic
partner
23. Physical abuse from a romantic
partner
24. Other traumatic event not yet
mentioned (Please describe)
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Computer Assisted Maltreatment Inventory (CAMI)
If you noted experiencing any of the experiences on the previous page, please select up to 3
people with whom the activities you reported occurred. (Please write the number for each person
in the blanks below).
First Person: ____________ Second Person: ___________ Third Person: ____________
(1)
Father
(2)
Stepfather
(3)
Foster father
(4)
Brother
(5)
Half-brother
(6)
Step brother
(7)
Foster brother
(8)
Grandfather
family
(9)
Step Grandfather
(10) Uncle
(11) Male cousin
(12) Other male relative
(13) Male religious leader
family)
(14) Male friend of yours

(15)
(16)
(17)

(29)
(30)

(19)
(20)
(21)
(22)

Male acquaintance
Male friend of the family
Male babysitter
(18) Male teacher
Male neighbor
Male stranger
Other male (non-family)
Mother

(33)
(34)
(35)
(36)

Grandmother
Step Grandmother
(31) Aunt
(32) Female cousin
Other female relative
Female friend of yours
Female acquaintance
Female friend of the

(23)
(24)
(25)
(26)
(27)

Stepmother
Foster mother
Sister
Step sister
Half-sister

(37)
(38)
(39)
(40)
(41)

Female babysitter
Female teacher
Female neighbor
Female stranger
Other female (non-

(28)

Foster sister

1. If you said yes to any of the questions about childhood experiences listed above, how old
were you the first time these activities occurred?
First Person Second Person
Third Person
Age: ______ Age: _______
Age: _____
Did not experience (enter 999)_____________
2. How old were you the last time these activities occurred?
First Person Second Person
Third Person
Age: ______ Age: _______
Age: _____
Did not experience (enter 999)_________
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NOS
Below are a number of statements concerning relationships with other people. Please read each
statement carefully and indicate at left the number that best describes how you have felt about
the statement OVER THE PAST WEEK. There are no right or wrong answers to these
statements.
1 = Strongly agree 2 = Agree 3 = Disagree 4 = Strongly disagree
_____ 1. Sometimes it is necessary to talk to someone about your problems.
_____ 2. Friends often have good advice to give.
_____ 3. You have to be careful who you tell personal things to.
_____ 4. I often get useful information from other people.
_____ 5. People should keep their problems to themselves.
_____ 6. It’s easy for me to talk about personal and private matters.
_____ 7. In the past, friends have really helped me out when I’ve had a problem.
_____ 8. You can never trust people to keep a secret.
_____ 9. When a person gets upset they should talk it over with a friend.
_____ 10. Other people never understand my problems.
_____ 11. Almost everyone knows someone they can trust with a personal secret.
_____ 12. If you can’t figure out your problems, nobody can.
_____ 13. In the past, I have rarely found other people’s opinions helpful when I have a problem.
_____ 14. It really helps when you are angry to tell a friend what happened.
_____ 15. Some things are too personal to talk to anyone about.
_____ 16. It’s fairly easy to tell who you can trust, and who you can’t.
_____ 17. In the past, I have been hurt by people I confided in.
_____ 18. If you confide in other people, they will take advantage of you.
_____ 19. It’s okay to ask favors of people.
_____ 20. Even if I need something, I would hesitate to borrow it from someone
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MSPSS
We are interested in how you have felt about the following statements DURING THE PAST
WEEK. Please read each statement carefully and indicate at left the number that best describes
how you feel about the statement. There are no right or wrong answers to these statements.
1 = Very strongly disagree
2 = Strongly disagree
3 = Mildly disagree
4 = Neutral
5 = Mildly agree
6 = Strongly agree
7 = Very strongly agree
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____

1. There is a special person who is around when I am in need.
2. There is a special person with whom I can share joys and sorrows.
3. My family really tries to help me.
4. I get the emotional help and support I need from my family.
5. I have a special person who is a real source of comfort to me.
6. My friends really try to help me.
7. I can count on my friends when things go wrong.
8. I can talk about my problems with my family.
9. I have friends with whom I can share my joys and sorrows.
10. There is a special person in my life who cares about my feelings.
11. My family is willing to help me make decisions.
12. I can talk about my problems with my friends.
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Stressful events checklist – Time point 1 and 2
Did any of these events happen in the past 2 weeks? Check all that apply
Event
Occurred (1)
Did not occur (0)
Problems at work (e.g. didn’t get the
schedule that you requested, couldn’t
find someone to fill in for you)
Problems with co-workers or boss (if
different from a.)
Did poorly on, or failed an important
exam or major project
Failed to achieve an important school
related goal that does not involve
GPA
Did not have enough money to do
something or buy something
Lost money or something important
Property was damaged or stolen
Was sick or had a medical issue
An event that happened today related
to a family member or close friend
having a medical or emotional
problem
Argument/problem with significant
other
Argument/problem with a friend
Argument/problem with family
member
Argument/problem with a professor,
or project group
Fight or argument among social group
to which you belong
Event
Occurred (1)`
Did not occur (0)
Was rejected or excluded by others
(group, significant other, friend, etc.)
Was criticized by others (project
group, significant other, friend,
professor, etc.)
Felt let down or was disappointed by
something someone else did (e.g.,
disappointing romantic date, expected
to receive a call from someone but
they did not call)
Death of a close family member
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Death of a close friend

Divorce between parents
Difficulty with roommates

Pregnancy

Change in health of a family member
Serious disagreements with parents

Difficulty in identifying a major
Problems with boyfriend or girlfriend

Increased workload at school

Outstanding personal achievement

Event

Occurred (1)

First semester in college

Lower grades than expected
Change in sleeping habits
Change in social habits (e.g., “I never
see my friends anymore).
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Did not occur (0)

Chronic car problems

Change in living conditions
Dropped more than one course

Too many missed classes

Other stressful event (Please
describe):

Description:

Overall, how much stress did you experience due to the events you experienced in the past two
weeks on a scale from 0 (no stress) to 100 (extreme stress)
_______
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Fidelity Questions
1. If you are reading this question,
please select 1 (‘A little bit’)
for this question.

0 (Not at all)
1 (A little bit)
2 (Moderately)
3 (Quite a bit)
4 (Extremely)

2. If you are reading this question, 1 (Strongly Agree)
please select 2 (Agree) for this
2 (Agree)
question
3 (Disagree)
4 (Strongly Disagree)
3. If you are reading this question,
1 (I haven’t been doing this at all)
please select 2 (I’ve been doing this a 2 (I’ve been doing this a little bit)
little bit) for this question
3 (I’ve been doing this a medium amount)
4 (I’ve been doing this a lot)
4. If you are reading this question please select
‘2’ (sometimes) for this question.

5. If you are reading this question,
please select 3 (‘Mildly Disagree’)
for this question

1. Almost Never
2. Sometimes
3. Often

1 (Very Strongly Agree)
2 (Strongly Agree)
3 (Mildly Disagree)
4 (Neutral)
5 (Mildly Agree)
6 (Strongly Agree)
7 (Very Strongly Agree)
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